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IN conformity with a 
policy which was started 
at the inception of this 
journal, one issue of 
Diseases of the Chest, is devoted each year, 
to the presentation of a picture of sanatorium 
facilities, of the advances made in tuberculosis 
control in one state or in a group of states in 
this country. 

In 1935, the August issue of Diseases of 
the Chest, was dedicated to the State of New 
Mexico. In 1936, the May issue of Diseases 
of the Chest, was dedicated to the State of 
Missouri. In 1937, the June issue of Diseases 
of the Chest, was dedicated to the States of 
North Carolina, South Carolina, Virginia, 
Georgia, and Florida; and it was known as 
the South Atlantic States Issue. In 1938, the 
June Issue of Diseases of the Chest, was dedi- 
cated to the States of California, Oregon, and 
Washington; and it was known as the Pacific 
Coast States Issue. In 1939, the October Issue 
of Diseases of the Chest, was dedicated to the 
States of Illinois, Indiana, Iowa, and Wis- 
consin; and it was known as the Mississippi 
Valley States Issue. 

This year, it is our privilege and pleasure 
to dedicate this Issue of Diseases of the Chest, 
to the States of Ohio and West Virginia; and 
the issue is to be known as the Ohio and West 
Virginia States Issue. 


Official Organ of the Amer. College of Chest Physicians 
Editorial & Business offices Physicians Postgraduate Press, 
500 North Dearborn Street, Chicago, Illinois. 


Printing offices, Alamogordo Road, El Paso, Texas. 
MEMBER: ASSOCIATED EDITORS OF TUBERCULOSIS PUBLICATIONS 


CHEST 


(A MONTHLY PUBLICATION) 


Subscription: United States $2.50 
per year. Other countries 
$3.00 per year. 

Entered as second-class matter 
August 18, 1936, at the post office 
at El Paso, Texas, under the Act 
of August 24, 1912. 


Each of the states represented in this is- 
sue of the journal has contributed scientific 
papers, dealing with subjects related to chest 
diseases, and written by physicians who are 
closely identified with the treatment of chest 
diseases in those states. 

Each of these states has presented a pic- 
ture through the printed word and by illus- 
tration, showing the present facilities for the 
treatment of the tuberculous within those 
states. 

This issue of the Journal also carries the 
pictures and the biographies of physicians 
in the States of Ohio and West Virginia; who 
have pioneered in tuberculosis work in their 
respective states. We pay tribute to these 
pioneers of medicine, and only regret that we 
do not have the space available to include 
the biographies of many more of the eminent 
physicians who have been pioneers in this 
great cause. 

The Editorial Board of Diseases of the 
Chest, expresses its appreciation to the State 
Committees under whose direction this issue 
of Diseases of the Chest was compiled, and 
also to the officials of sanatoria, tubercu- 
losis societies, and to all of the other indi- 
viduals and agencies that cooperated to make 
this issue of Diseases of the Chest possible. 


—F. W.B. 
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General Chairman 


LOUIS MARK, M.D. 
1892 - 


Dr. Louis Mark was born at Duluth, Minnesota, 
December 12, 1892. He was graduated from the 
Ironwood Michigan High School and enrolled 
in the Marquette University, Milwaukee, Wis- 
consin, where he was graduated with a degree 
of Doctor of Medicine in 1915. He interned in 
the Cincinnati General Hospital for one year, 
and in the summer of 1916 assisted in research 
work at the University of Wisconsin with Dr. 
Kennon Dunham and Dr. William Snow Miller. 
He entered private practice in Washburn, Wis- 
consin, where he remained until the World War, 
and then went to Cincinnati where he was as- 
sociated with Dr. Kennon Dunham. During the 
War he was contract surgeon, doing chest exam- 
ining for the Advisory Board. At the end of 1918 
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and the early part of 1919 he was resident phy- 
sician at the Ohio State Sanatorium. On July 
1, 1919 he purchased the Rocky Glenn Sanatorium 
for tuberculosis at McConnelsville, which he has 
conducted ever since. During these 21 years the 
institution has increased from a capacity of less 
than 20 beds to a capacity of 150 beds at present 


Following the World War he was chest expert 
for the Veteran’s Bureau from 1919 to 1923. In 
1921 he moved his office to Columbus, Ohio, 
where he has practiced since, and has limited 
his practice to diseases of the chest. He has been 
a leader in the medical development and the 
healing of tuberculosis throughout the state of 
Ohio, and has taken an active part in the estab- 
lishment and the development of chest clinics 
throughout the state. He has written many 
articles on the problems of tuberculosis both in 
relation to diagnosis and treatment. 


In 1928 he was appointed Chief of the Chest 
Department at White Cross Hospital, Columbus, 
Ohio. In 1934 he started the J. M. Case Tuber- 
culosis Sanatorium at Delaware, Ohio, and has 
been its Medical Director since. 


At the present time, he is Medical Director of 
the Rocky Glenn Sanatorium at McConnelsville, 
Ohio; Medical Director of the J. M. Case Tuber- 
culosis Sanatorium at Delaware, Ohio; Chief of 
the Chest Department at White Cross Hospital, 
Columbus, Ohio; and Advisor of Tuberculosis 
Work to several labor organizations. 


He was married in 1919, and has three children, 
Charlotte, age 20, and Louise and Lloyd, twins, 
age 16. He is a great believer in hobbies. He has 
played golf a great deal, and has been Club 
Champion for many years. He is also a Very 
ardent bridge player, and is one of the Directors 
of the American Contract Bridge League. He loves 
to take moving pictures, takes his camera wher 
ever he goes, and has a large collection of fine 
movies by which to remember all past experiences. 
He has been a fellow of the American College o 
Physicians since 1926, and was one of the charter 
members of the American College of Chest PhY- 
Sicians. 
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JosepH C. Priacak, M. D., Cleveland, Chairman; 

Epcar P. Apams, M.D., Warren; Eowarp Arnotp, M.D., Canton; 
WarreEN C. BrewensBacu, M.D., Dayton; PAut M. Hotmes, M.D., Toledo; 
Myron D. M.D., Columbus; H. Skaviem, M.D., Cincinnati; 
SypNEY E. Wo paw, M.D., Cleveland; JoHn Srait, M.D., Springfield; and 

A. A. TomsaucH, M.D., McConnelsville. 


A Brief Summary of the Tuberculosis 
Campaign in Ohio* 


The Campaign against tuberculosis in Ohio 
begins officially with the publication by the State 
Board of Health of the popular educational cir- 
~~ > ee “The Prevention of Consumption” 
in 

In 1897, the board of health of the city of 
Cincinnati passed a regulation which declared 
tuberculosis a reportable disease. This is the first 
official pronouncement on the subject in Ohio 
so far as can be ascertained. The board of health 
went one step further when it set apart a building 
in its contagious disease hospital group for the 
care and treatment of cases of tuberculosis. This 
was done on July 8, 1897. It was the first municipal 
— for the consumptive poor in the United 

es. 

The next year, 1898, the State Board of Health 
sent instructions to the superintendents of public 
institutions concerning the disease and the offer 
of laboratory service in the examination of spu- 
tum. This laboratory service has grown with the 
years and continues to be one of our important 
aids in diagnosis. 

On November 14, 1901 the Ohio Society for the 
Prevention of Tuberculosis was organized. This 
Society followed the pattern of the Pennsylvania 
Society for the Prevention of Tuberculosis founded 
by Dr. Flick in 1892. The Ohio Society was thus 
the second state organization established in the 
United States. It was incorporated October 24, 
1911 and reorganized as the Ohio Public Health 
Association on May 13, 1920. 

An act was passed by the General Assembly of 
Ohio on April 23, 1902 which provided for the 
appointment of a commission to investigate the 
feasibility of erecting sanatoria for tuberculosis 
patients in Ohio. The results of this first step 
was the dedication of the Ohio State Sanatorium 
at Mt. Vernon on October 27, 1909. Today, the 
institution has 258 beds available for cases of 
ncipient pulmonary tuberculosis. 

The first tuberculosis dispensary in Ohio was 
opened by the Medical College of Western Re- 
Thee University, Cleveland, on October 6, 1904. 

- medical director was John H. Lowman, M.D. 
with the meantime, the first local organization 

a continuous record was organized, the Anti- 

Published by the Ohio Public Health Association, 
: Columbus, Ohio, June 1926, pp. 109. 

A History of the National Tuberculosis Association, 

Knopf, 1922, p. 11. 


Tuberculosis League of Cleveland. This took place 
on March 3, 1905. Today there are 88 county-wide 
associations covering every county in the state. 

On April 2, 1908 the General Assemblv passed 
an act authorizing boards of County Commis- 
sioners to construct suitable buildings for the 
care of tuberculosis patients to be known as a 
countv hospital for tuberculosis. Under this act, 
Franklin County opened the first institution in 
the state on January 8, 1909. In 1909 the county 
law was amended to provide that from two to 
five counties could join in establishing a district 
for the erection and maintenance of a district 
tuberculosis hospital. Today there are 16 county 
hospitals with a total bed capacity of 2,111; 3 
district tuberculosis hospitals with total bed ca- 
pacity of 369: 5 private tuberculosis hospitals 
with a total bed capacity of 441: public institu- 
tions with separate provision for tuberculosis cases 
with total beds of 993: 2 federal hospitals with 
total bed capacity of 250 and 1 state institution 
with provision for 257 beds, making the total bed 
capnacitv in Ohio 4367. 

The first state-wide vital statistics law was not 
enacted until May 5, 1908. Mortalitv statistics 
of tuberculosis began to assume validity in 1909. 
The death rate in that year was 143.7 per 100.000 
population—the number of deaths being 6.844. 
In 1939 the record shows 2.946 deaths with a 
rate of 39.21 per 100,000 population. 

In 1910 the first state-wide Christmas Seal 
Sale was conducted to finance the Ohio Society 
for the Prevention of Tuberculosis. As a result, 
the Society employed its first full-time paid ex- 
ecutive secretary. This method of finance has 
continued to the vresent day, having grown from 
. — of $37,235.27 in the state to $312,652.91 
n 1939. 

The first survey of the tuberculosis situation 
in the state was made in 1911 and published by 
the Ohio State Board of Health in 1912. Employ- 
ment of the first tuberculosis nurse occurred on 
March 4, 1912 by the Ohio Society for the Pre- 
vention of Tuberculosis. This was the beginning 
of the present system of public health nurses in 
the state. 

At a meeting of the State Board of Health on 
August 15, 1912, tuberculosis was added to the 
list of reportable diseases. 

On May 15. 1913, the first division of tubercu- 
losis in a health department in the United States 

(Continued to page 376) 
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JOHN H. LOWMAN, M.D. 
1849 - 1919 


In Cleveland and, to a large extent, in Ohio, 
the great public interest shown in the control 
of tuberculosis and the great efforts made by 
the medical profession and health agencies to 
establish this control are monuments to Dr. John 
S. Lowman. 

Almost single-handed he set in motion the in- 
fluences and created the agencies and institu- 
tions that have pushed Cleveland to the fore- 
front in the tuberculosis crusade. Among his 
accomplishments were the founding of the Anti- 
Tuberculosis League of Cleveland and Cuyahoga 
County, the Ohio Public Health Association, first 
free diagnostic clinics, family prophylactic clinics, 
the adoption of legislation making tuberculosis 
a reportable disease in Cleveland, establishment 
of a bureau of tuberculosis in the Cleveland Di- 
vision of Health, opening of Sunny Acres Sana- 
torium, and conducting the original tuberculosis 
educational campaign in Ohio. 

For 42 years Dr. Lowman was a professor at 
the School of Medicine of Western Reserve Uni- 
versity. In 1877 he was named Professor of Materia 
Medica and Therapeutics, and in 1889 he was 
appointed Professor of Medicine. In 1919 he re- 
linquished the Professorship of Medicine and 
until his death the same year he occupied the 
chair of clinical medicine. 

It was in. 1902 that Dr. Lowman began to study 
the control of tuberculosis despite his labors in 
institutional medical education and an enormous 
private practice. He visited the outstanding tu- 
berculosis sanatoria and institutions of France 
and Germany. Dr. Lowman became a prominent 
figure at the international congresses on tuber- 
culosis. During 1913-14 he served as president of 
the National Tuberculosis Association. 

Dr. Lowman found time among his crowded 
hours to lecture before labor unions, schools, 
church societies, settlements and other ‘groups. 
Endowed with a gracious personality and aided 
by a striking earnestness and speaking ability, 

(Continued to page 379) 
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CHARLES OLIVER PROBST, 
1857 - 1933 


Delving into the origins of the fight against 
tuberculosis in Ohio, one is impressed with the 
perspicacity and pertinacity of Dr. Charles Oliver 
a true pioneer in the movement in the 
state. 

Born December 4, 1857 in Middleport, Ohio, on 
the Ohio River, Dr. Probst after attending local 
schools entered Miami Medical College, Cincin- 
nati, on October 1, 1879 and graduated February 
27, 1882, receiving his M.D. degree. In July of 
that year he was appointed pharmacist at the 
State Hospital for the Insane at Athens. In 1885 
he moved to Columbus, Ohio where he opened 
an office for the practice of medicine. 

On July 28, 1886, he was elected secretary of 
the Ohio State Board of Health. The law creat- 
ing this new agency had just been passed by the 
General Assembly of Ohio in the preceding April. 
In reality, Dr. Probst was the first administrative 
head of the public health work in the state. He 
was then 29 years of age. 

From his first appointment, until his resigna- 
tion twenty-five years later, Dr. Probst developed 
a wide interest in the many facets which go & 
make up the public health program of a state. 
Not the least of these interests was an attack 
on tuberculosis—the outstanding leader in the 
causes of death not only in Ohio but the nation 
as well. 

Examination of the record reveals Dr. Probst 
presenting a proposal to the State Board of 
Health as early as June 19, 1889, to issue a Po 
pular pamphlet on the prevention of pulmonary 
consumption. Authority was given the president 
and secretary of the Board to prepare such 4 
circular. However, nothing was done at this time. 

Finally, in 1894, Dr. Probst circularized the pro 
fession of the entire state to find out what 
prevailing opinion was concerning the prevention 
of the disease. The outcome of this query enab 
him to report to the State Board of Health “Thes 
reports afford the most convincing evidence 

(Continued to page 376) 


Tuberculosis Pi on in Ohio 


H. KENNON DUNHAM. M.D. 
1872 - 


Dr. Dunham was born on March 3, 1872 in Fair- 
view, Ohio. He received his M.D. degree from the 
University of Cincinnati in 1894 and then took 
post-graduate work at Johns Hopkins Hospital. 
He followed this with research work at the same 
place, demonstrating specific roentgen markings 
characteristic of pulmonary tuberculosis. 


In 1904 he returned to the University of Cincin- 
nati as Professor of Electro-therapeutics. In the 
course of time, Dr. Dunham assumed other posi- 
tions at the University: Director of the Tubercu- 
losis Clinic, Head of the Department of Tubercu- 
losis, Associate Professor of Medicine, and Director 
of Tuberculosis Service for the Cincinnati General 
Hospital. 

Dr. H. Kennon Dunham has been one of the 
early pioneers in demonstrating the value of 
x-ray findings in the diagnosis of tuberculosis. 
Many students came from various parts of the 
world to study under Dr. Dunham. He has con- 
tributed much to the medical literature and his 
writings have been widely circulated. 


He is at present engaged in the private practice 
of chest diseases at Cincinnati. 


Dr. Dunham is a past president of the Cincin- 
nati Anti-Tuberculosis League, a past president 
of the Ohio Public Health Association, and a past 


— of the National Tuberculosis Associa- 
on, 


Tuberculosis Pioneers in Ohio 


JOSEPH CHARLES PLACAK, M.D. 
1882 - 


Pioneer in tuberculosis work in the City of 
Cleveland is Dr. Joseph Charles Placak, who was 
born in Cleveland on February 22, 1882. He grad- 
uated from the College of Physicians and Sur- 
geons of Western Reserve University in 1903 and 
did post-graduate work in the University of 
Prague, Austria. 

He became resident pathologist of Cleveland 
City Hospital and later resident physician for a 
period of four years. In 1906, he was made the 
Medical Superintendent of the Municipal Tuber- 
culosis Sanatorium for the city of Cleveland at 
Warrensville, Ohio, the first to hold this position. 
He has been head of the Division of Tuberculosis, 
Cleveland City Hospital since 1915. During the 
World War, he was a Major in the Medical Corps 
of the army and Chief of Medical Service, Evacua- 
tion Hospital No. 6, at Coblenz, Germany. 

At present, Dr. Placak is a member of the 
American Board of Internal Medicine; American 
College of Physicians; Board of Directors of the 
National Tuberculosis Association; Member of 
the Board of Regents of the American College 
of Chest Physicians; President of the Anti-Tuber- 
culosis League of Cleveland and Cuyahoga County; 
Chief of Staff of Mount Royal Sanatorium for 
Tuberculosis; Consulting Physician at Lake 
County Memorial Hospital. Dr. Placak has also 
written numerous articles on chest diseases and 
public health. 


SEVENTH ANNUAL MEETING, AMERICAN COLLEGF OF CHEST PHYSICIANS 
Cleveland, Ohio, June 1-3, 1941 
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Tuberculosis Pioneers in Ohio 


HARRY A. PHILLIPS 
1886 - 1940 


Ohio lost one of her most indefatigable worker, 
in tuberculosis with the death of Harry A. Ph 
on October 5, 1940. Harry Phillips entered the 
tuberculosis field in 1910, when he himself ge. 
veloped the disease and entered Mt. Vernon 
Sanatorium. As his health improved, he too, 
a secretarial position in the office of the Super- 
intendent, Dr. Douglass, which position led to 
active management of the entire institution, when 
Dr. Douglass was called to Italy for an Inter. 
national Tuberculosis Conference. 

It was at Mt. Vernon that Harry Phillips met 
Dr. Louis Mark. Out of the warm friendship that 
floirished between the two men, came Harry 
Phillips’ next forward step in tuberculosis work 
For when Dr. Mark purchased Rocky Glen Sana- 
torium twenty years ago, Harry Phillips was 
installed as Manager. He held that position until 
his death. And the fruit of his twenty years of 
labor is embodied in the sanatorium, which rose 
from a small, unknown institution to one of the 
finest private sanatoria in the United States. 
Truly, Harry Phillips needs no memorial stone. 
Recky Glen Sanatorivm is a living monument to 
his energy, his business acumen, his passionate 
desire to build for the tuberculous sick a suitable 
haven, a place where men could be revivified and 
sent back to the world once again whole. Rocky 
Glen is the phoenix, rising from the ashes of 
Harry Phillips’ earlier weariness of body and 
spirit. For we, who knew him, Harry Phillips is 
not dead. We have only to look at Rocky Glen 
to know that he will live on this earth until the 
buildings crumble to dust. 


ROCKY GLENN SANATORIUM 
McCONNELSVILLE, OHIO 


The Rocky Glenn Sanatorium was established by 
Dr. Clyde Leeper in 1911, as a private institution for 
the care of tuberculosis patients. In 1915, the institu- 
tion was taken over by Dr. Hill, who continued to 
operate it until 1919. The capacity was very small 
and the institution was of the cottage-plan type. 
Dr. Louis Mark purchased the institution in 1919 and 
has continued to conduct it since that time, and it 
has since been enlarged to 150 beds. ’ 

In 1921, Harry Phillips became superintendent and 
he remained in this capacity until his death on 
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October 5, 1940. It was through his untiring efforts 
that this institution was built to its present capacity. 
The institution remains as a private institution of 
cottage-plan type, with all forms of tuberculosis being 
cared for. The institution is beautifully laid out and 
the grounds are very restful. Both medical and s 
facilities are available, and a complete operating set- 
up for all types of tuberculosis is in the main building. 
The institution boasts of a very fine record and has 
operated to capacity through all of the years. 
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OHIO STATE SANATORIUM 


MOUNT VERNON, OHIO 


The Ohio State Board of Health, of which Dr. C. O. 
Probst was secretary, organized in 1901, the Ohio 
Society for Prevention of Tuberculosis. About two 
years later, Dr. Probst requested the Governor of 
Ohio to appoint a Commission to investigate the 
advisability of providing a State Tuberculosis Sana- 
torium in Ohio. This became an act on April 23, 1902. 
Dr. Probst became secretary of that Commission. In 
April 1904, the general assembly passed an act to 
provide for the appointment of a committee to select 
and purchase lands and erect necessary buildings for 
the State Sanatorium, confined to the care of incipient 
pulmonary tuberculosis. Dr. Probst became secretary 
of this committee and most of the ultimate results 
ina medical way which needed forsight were sponsored 


through the recommendations of Dr. Probst. 

The Ohio State Sanatorium was dedicated on Octo- 
ber 27, 1909, with a capacity of one hundred and 
twenty patients, built on the cottage-plan. The tract 
consists of three hundred and fifty-five acres of rolling 
land and a virgin forest located three miles northeast 
of Mt. Vernon. Dr. C. B. Conwell of Cincinnati, Ohio, 
was the first Superintendent, who served until his ill- 
health demanded his resignation in 1911. He was 
succeeded by Dr. Stephen A. Douglas of Mansfield, 
Ohio, who served until 1920 and was succeeded by 
Dr. F. C. Anderson of Cambridge, Ohio, who is the 
present superintendent. The present capacity of the 
Sanatorium is two hundred and forty beds. 


THE AVALON SANATORIUM 
MOUNT VERNON, OHIO 


The Avalon Sanatorium, located on the outskirts 
of Academia, about two miles from Mt. Vernon, Ohio, 
Was founded by C. R. Dotson in 1932, and rapidly 
developed from a private home to an Institution with 
facilities for caring for 105 bed cases of tuberculosis. 

There are eight buildings for patients, with rooms 
very pleasantly located, each with a three side ex- 
posure, giving a maximum of light, air and sunshine. 

€re are also a nurses’ dining room, help’s dining 
room, an administration building, a newly equipped 
kitchen, a laundry and a pasteurizing plant. 

The medical and surgical equipment is practical and 
Up-to-date, and there are facilities for doing all 
necessary work, with a medical staff thoroughly ef- 


ficient and capable of carrying out any work of this 
kind. 

The Avalon Sanatorium is patronized by both county 
and private patients, also the state tuberculosis pa- 
tients from Fort Hayes. This Institution is known over 
the United States, and patients have come from as 
far west as Utah. 

Surroundings and treatment, which are like those 
of a private home, do much to keep the inmates cheer- 
ful and happy. This attitude of mind is a necessary 
asset in the cure of tuberculosis, and is the funda- 
mental reason that nearly 75 per cent of the patients 
who enter Avalon are able to leave and resume their 
regular life. 
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EUCLID - MENTOR SANATORIUM 
MENTOR, OHIO 


Established four years ago, Euclid-Mentor Sana- 
torium has been a real home for tuberculosis patients, 
who gain rapidly in the pleasant and comfortable 
surroundings and where the most scientific and mod- 
ern equipment is combined with excellent medical and 
nursing care. 

The sanatorium is privately owned and is situated 
on U. S. Route No. 20, 23 miles from the center of 
Cleveland, Ohio. There are thirty-five acres of land 
on which are vegetable gardens, orchards, flower 
gardens and spacious lawns. There is pure spring 
water and only the highest quality of food is served. 
Patient’s appetite whims are favored so far as is con- 
sistent with sound medical treatment. 

Euclid-Mentor Sanatorium has been given the high- 


est rating as a fine tuberculosis hospital. The medica] 
department is under the direction of Dr. J. C. Placak. 
Jr. Registered nurses are constantly in attendance. 

Equipment in private rooms and wards includes 
excellent hospital beds, inner spring mattresses, Ken- 
wood blankets and the necessary bedside equipment. 

Restricted to thirty-five beds, in order to allow more 
individual care, Euclid-Mentor is an ideal sanatorium 
where instruction in the way of living after leaving 
the hospital is given much attention. The rates, $21.00 
to $40.00 per week, include medical and nursing ser- 
vice, x-ray, pneumothorax and laboratory fees. 

For information and reservations write Joy Mans- 
field, 1014 Republic Bldg., Cleveland, or Euclid-Mentor 
Sanatorium, Mentor, Ohio. 


- 


PLEASANT VIEW SANATORIUM 
AMHERST, OHIO 


Pleasant View Sanatorium, the Lorain County Sana- 
torium for the care of tuberculosis, opened its doors 
to the first patients in December 1931. The Sanatorium 
consists of three modern buildings of local sandstone, 
located in a beautifully landscaped setting on North 
Ridge Road one mile east of Amherst. It is located 
at approximately equal distances from the two larger 
centers of population, Lorain and Elyria. 

The main sanatorium building is modern, convenient 
and well equipped. There are quarters for 84 patients 
in two wings. There are private rooms and double 
rooms, all of which face away from the road to a 
terraced open park which contains a small lake. 

The childrens’ building, situated immediately to the 
east of the main building, has accomodations for 12 
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children, including a play room and a school room. 
A full-time teacher is employed. 

The Sanatorium is governed by a board of three 
trustees who are appointed by the county commis- 
sioners, Mr. Dunn, Mr. Davidson, and Mr. DeChant, 
and to whom they are responsible. There are 43 eml- 
ployees under the supervision of Dr. D. H. Minnis 
Superintendent; Mr. G. L. Slater, Business Manager, 
and Miss G. Lahiff, Supervisor of Nurses. 

The Sanatorium Staff in addition to caring for the 
patients in the Sanatorium conduct three clinics per 
week for outside patients. 

Admission to the Sanatorium is limited to residents 
of Lorain County. 
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MOLLY STARK SANATORIUM 


CANTON, OHIO 


The Molly Stark Sanatorium, located on route 62, 
half way between Canton and Alliance, was con- 
structed by a building commission appointed by the 
Board of Commissioners of Stark County. The cost was 
nearly one million dollars. It is situated on a tract 
of 40 acres, and includes five buildings. The main 
structure has a capacity for 128 patients. It contains 
offices, medical facilities, x-ray and operating rooms. 
It also provides kitchen and service rooms. A child- 
ren’s cottage accommodates 38. A nurses’ home is 
provided, as well as a cottage for the superintendent. 
A laundry is incorporated in the central heating plant. 


The medical staff consists of the superintendent 
and one resident physician. A consulting staff of 
local physicians provides for general and orthopaedic 
surgery, eye, ear, nose and throat, and other medical 
advice. Specialists in genito-urinary conditions, derma- 
tology, and proctology are available. A dentist is em- 
ployed. All surgical procedures needed are performed 
at the institution. All types of tuberculosis are received. 

A Board of Trustees appointed by the County Com- 
missioners has charge of the institution and the 
spending of the funds appropriated by them. 


MT. LOGAN SANATORIUM 


CHILLICOTHE, OHIO 


The Mt. Logan Sanatorium is a district tuberculosis 
hospital organized in 1916 under the laws of the State 
of Ohio by the counties of Fayette, Highland, Jackson, 
Pike, Ross, and Scioto, and opened for admission of 
patients in July 1918. 

Authority to operate is vested in a board of trustees, 
one member frem each county, appointed by the re- 
Spective boards of county commissioners. Mr. J. J. 
Butler, Hillsboro, Ohio, Chairman; Miss Vesta E. 
Yaple, Chillicothe, Ohio, Secretary; Dr. Louis H. 
Senteff, Chillicothe, Ohio, is the Resident Medical 
Superintendent. 


The Sanatorium is situated about one mile west 


of the court house, on an elevation three hundred 
feet above the Scioto River valley, facing Mt. Logan 
to the east, a setting to inspire the idea for the Great 
Seal of Ohio. 

Number of beds in the beginning were 24; present 
capacity, 64. Average daily census during 1939, was 62. 
Seventy per cent of resident patients receive pneu- 
mothorax treatments, and a growing number (35) of 
former sanatorium patients return for refills. 

Through cooperation with the Department of Re- 
search Surgery, Ohio State University, all the latest 
advances in chest surgery are available to our patients. 
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HAMILTON COUNTY TUBERCULOSIS HOSPITAL 
CINCINNATI, OHIO 


The Hamilton County Tuberculosis Hospital had its 
origin when the City of Cincinnati purchased the 
Guerley Farm in Greene Township on one of the 
hills to the west of the city in 1879. The original pur- 
pose of the purchase of this property was for the es- 
tablishment of an isolation hospital for the care and 
treatment of small pox. 

In 1897, fifteen tuberculosis patients, who up to 
this time had been cared for at the Cincinnati Hos- 
pital, were transferred to the renovated and improved 
“Branch Hospital for Consumptives.” Thus was es- 
tablished the first municipally owned tuberculosis sana- 
torium in the country. 

Dr. C. S. Rockhill served as Superintendent from 
1912 to 1914 when Dr. A. C. Bachmeyer was appointed 
Superintendent, both of this institution and the 
Cincinnati General Hospital. He served in this capacity 
until 1935 when he was succeeded by the present 
Superintendent, Dr. Ernest E. Bishop. 

In 1926 a small bond issue was passed, and in 1928 


a two-million-dollar bond issue was voted for extensive 
improvements and additions to the hospital. The bed 
capacity in 1926 was 296 and at the completion of 
the building program the capacity stood at 640. 

The hospital is equipped to provide treatment for 
all stages of pulmonary tuberculosis in patients of all 
ages. There is a fully equipped x-ray Department: 
two modern operating rooms and complete laboratory 
facilities. Heliotherapy is made available on prescrip- 
tion by the physician. The hospital employes a corps 
of dietitians to properly plan and supervise food ser- 
vice to the patients and personnel. A Social Service 
Department is maintained, in conjunction with which 
a program of adult education and a degree of rehabili- 
tation are carried out. 

The total number of patients treated runs well over 
one thousand each year; treatment days over 200,000 
per year. Annual cost of operation is in excess of one- 
half million dollars. 


FRANKLIN COUNTY TUBERCULOSIS HOSPITAL 
COLUMBUS, OHIO 


The Franklin County Tuberculosis Hospital was es- 
tablished in 1907. The present institution has complete 
facilities for the medical and surgical treatment of 
all forms of tuberculosis. Diagnostic and treatment 
out-patient departments are maintained. The hospital 
has a present bed capacity of 309. The hospital is prin- 
cipally for patients of Franklin County although sur- 
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gical cases are accepted from other counties where 
thoracic surgery is unavailable, provided a vacancy 
exists. The hospital is affiliated with Ohio State Uni- 
versity for teaching of Medical and Surgical Tubereu 
losis. 

Dr. Myron D. Miller is Superintendent and Medical 
Director. 
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Lowman Pavilion — Cleveland City Hospital 


CLEVELAND, OHIO 


The Lowman Pavilion of Cleveland City Hospital 
is a six-story building erected in 1933 and devoted 
exclusively to the treatment of pulmonary tuberculosis. 
It provides 352 beds, of which an entire unit of twenty- 
four beds, located on the sixth floor, is devoted ex- 
clusively to patients receiving major surgical treatment. 

The building is one unit of a 1,500 bed general hos- 
pital. Certain central facilities of the general hospital, 
including those of the surgery, x-ray department, power 
plant, and kitchen are used to provide service to the 
Lowman Pavilion. The services of the medical staff 
of all departments of the general hospital are available 


for consultation in the treatment of patients in the 
Lowman Pavilion. 

The entire City Hospital is used as a teaching 
hospital associated with Western Reserve University, 
and appointments to the medical staff of the hospital 
are made by the Director of Public Health and Welfare 
of the City of Cleveland after nomination by the 
University. 

Patients are admitted only through the Bureau 
of Tuberculosis of the City Health Department and 
must be legal residents of Cuyahoga County. 


STILLWATER SANATORIUM 
DAYTON, OHIO 


Stillwater Sanatorium was officially founded in 1908. 
Itisa bi-county institution serving both Montgomery 
and Preble Counties. The above picture is of the new 
addition of one hundred beds and is named the D. W. 
Iddings Building. Mr. Iddings was the Secretary of 
the Board of Trustees up until the time of his death, 
and this structure perpetuates his memory through 


its wonderful scientific equipment which includes prac- 
tically all the medical advances in Phthisiology. There 
is a most adequate consulting staff including surgery 
and laryngology, and the institution is usually filled 
within ninety-five per cent of capacity. Out of county 
patients, however, can be accomodated. Dr. Warren C. 
Breidenbach is the Medical Superintendent. 
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J. M. CASE TUBERCULOSIS SANATORIUM 
DELAWARE, OHIO 


The J. M. Case Tuberculosis Sanatorium was estab- 
lished in 1934 by the directors of the J. M. Case Hos- 
pital and Dr. Louis Mark as a non-profit tuberculosis 
sanatorium in conjunction with the J. M. Case General 
Hospital. Dr. Louis Mark has been medical director 
since its inception. The capacity is 45 beds. All types 
of tuberculosis cases are cared for, and complete facili- 
ties for both medical and surgical work are present 


in the hospital. Dr. Henry Bachman is resident phy- 
sician. 

The sanatorium facilities are available to patients 
of Delaware County and surrounding counties. The 
rates are $21.00 per week, which includes medical and 
surgical care, nursing service, x-ray and laboratory 
fees, and pneumothorax. 


LIMA DISTRICT TUBERCULOSIS HOSPITAL 
LIMA, OHIO 


The Lima District Tuberculosis Hospital was de- 
dicated in April 1911, and in the ensuing years 
operated progressively both in the treatment of tuber- 
culosis and in the improving of housing facilities for 
patients and employees. The original capacity of the 
hospital was thirty-five beds. In 1926, the capacity 
was increased with the addition of two wings and 
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in 1934 by the construction of an annex. In 1936 4 
nurses’ home was erected. 

At present the hospital has a capacity of 125 beds 
and is one of the three remaining district hospl 
operating in the state of Ohio. It is owned by Allen, 
Auglaize, Mercer, Van Wert and Shelby Counties. 
Patients with all types of tuberculosis are 
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TUSCARAWAS VALLEY SANATORIUM 
NEW PHILADELPHIA, OHIO 


Tuscarawas Valley Sanatorium is a 35 bed institu- 
tion built and equipped in 1937, at a total cost of 
$100,000. Moderately advanced and advanced cases 
are accepted as patients. The Sanatorium is located 
two miles east of New Philadelphia overlooking the 
Tuscarawas River. 

The original Board of Trustees consisted of Carl 
Keplinger, Dover; C. V. Wiandt, Port Washington; 
and D. L. Fisher, New Philadelphia. Since that time, 
Harry Smith has replaced Mr. Wiandt on the Board. 
Dr. William Hudson has served continuously as Su- 


perintendent since the opening of the Sanatorium. 

Complete clinical service and an active out-patient 
department are maintained throughout the year for 
indigent and referred cases of active or suspected 
tuberculosis. 

An adjoining plot of ground is owned by the Tus- 
carawas County Tuberculosis and Health Association 
and will be used for the erection of a Preventorium 
at a future date. This group is quite active in aiding 
the Institution. At present, a Registered Nurse, Mrs. 
Elizabeth Barr, is employed to do the field work. 


BELMONT SANATORIUM 
ST. CLAIRSVILLE, OHIO 


Ten hundred and fifty feet above sea level—among 
the sun-kissed hills—and devoted to the care and 
treatment of tuberculosis, Belmont Sanatorium is lo- 
cated on a forty acre tract of land, four and a half 
miles west of St. Clairsville, Ohio, the county seat, 
on Federal Route No. 40. 

A substantial fire-proof brick structure, it nestles 
in the northern edge of a delightful grove of hard- 
Wood trees, on ground which slopes gently to the south. 

The Sanatorium, with a bed capacity of 52, opened 


its doors for the reception of patients in November 
1927, and serves a population of about ninety thousand 
people: industrial, mining and farming. 

It is maintained entirely by the county out of ap- 
propriations from the general fund, and is admin- 
istered by a board of trustees appointed by the county 
commissioners. 

W. Miles Garrison, M.D., has been the Medical Su- 
perintendent since it’s opening. 
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CLARK COUNTY SANATORIUM 
SPRINGFIELD, OHIO 


The Clark County Tuberculosis Sanatorium is the 
successor of the Second District Tuberculosis Hospital, 
which was organized in 1910, by Madison, Greene, 
Champaign and Clark Counties. A fifty-five acre estate 
on the National Pike, east of Springfield, was pur- 
chased and remodeled. Cottages were built on the 
grounds. The first patients were transferred from a 
“T. B. Camp” on October 20, 1910. There have been 
over 2800 admissions. 

After fifteen years, the District was dissolved and 
Clark County purchased the interests of the other 
counties, and built a new Sanatorium building. 

The treatment afforded, besides the usual basic 


rest, includes pneumothorax, pneumonolysis, phrenic 
nerve surgery, bronchoscopy and thoracoplasty. Each 
patient is considered individually in staff conference. 

The present bed capacity is twenty-five children 
in a separate building, and ninety-five adults in the 
Main Building. The institution is essentially for resi- 
dents of Clark County; but patients from other coun- 
ties are admitted, if beds are available, after a com- 
pleted application for admission is received. 

John Srail, M.D., F.A.C.C.P., is Superintendent and 
Medical Director; Wm. A. Clark, M.D., is Assistant 
Superintendent; C. Walker Munz, M.D., is Thoracic 
Surgeon. 


Wm. W. ROCHE TUBERCULOSIS HOSPITAL 
TOLEDO, OHIO 


This is a modern 165 bed county sanatorium. It is 
a one story building divided into five wings. Each 
wing is in charge of a graduate nurse trained in Tu- 
berculosis. Kathryn Lynch, R.N., has been directress 
of the institution since it opened on Sept. 20, 1937. 

All the modern methods of diagnosis and collapse 
therapy are used. There are available x-ray and 
laboratory departments. All the minor surgery, such 
as pneumothorax, phrenics, pneumonolysis, etc., is 
performed in special treatment rooms. Major sur- 
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gery, such as thoracoplasty, is performed at the Lucas 
County Hospital, which adjoins the sanatorium. 

The hospital staff consists of a medical director, 
Dr. Paul Holmes; a surgical department under the 
supervision of Dr. Wm. Neill; a resident physician, 
Dr. M. W. Selman and two internes. 

There is an active out-patient department where 
pneumothorax treatments are available. A recreatio 
supervisor and a vocational rehabilitation service 
available to the patients. 
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Trumbull County Tuberculosis Hospital 
WARREN, OHIO 


The Trumbull County Tuberculosis Sanatorium of 
fifty beds was opened in 1928. 

The Sanatorium is located six miles from Warren, 
Ohio, on the highest elevation in the County. It is 
one mile from the main highway, assuring a quiet, 
restful atmosphere to the patients. There are twelve 
acres of landscaped lawns with an abundance of 
flowering shrubbery and several hundred pine trees. 

The building is of the pavilion type with a center 
administration building, flanked on one side by the 
Womens’ Wing of twenty-five beds, and on the other 
side by the Mens’ Wing of twenty-five beds. Half of 


the beds are in private rooms. 

Dr. Edgar P. Adams has been Medical Director con- 
tinuously, since the Sanatorium opened in 1928. During 
that time 1,033 cases have been admitted for treat- 
ment. Less than one per cent have left against advice. 


Dr. Joseph Keough of Youngstown, Ohio, performs 


the chest surgery. A dietitian, technician and six 


graduate nurses are employed. 


Weekly diagnostic clinics are held. Supervision is 
maintained over post-Sanatorium patients and contact 
cases by a full-time Field Nurse. A weekly clinic for 
pneumothorax treatments is also maintained. 


SUNNY ACRES 
WARRENSVILLE, OHIO 


Sunny Acres, the Municipal Sanatorium of the City 
of Cleveland, is located at Warrensville, Ohio, on the 
outskirts of Cleveland. The Sanatorium grounds com- 
prise about seventy-five acres. There are ten buildings 
housing 430 patients and 200 employees; 40 additional 
employees are not maintained on the Sanatorium 
grounds. Of the 430 patients, 64 are children. The 
Sanatorium is built on the pavilion plan and is two 
courtns in height. The most recent section, caring for 
00 patients, was opened in 1931. All stages of pul- 


monary tuberculosis are cared for and collapse therapy 
is given, except for major surgical procedures which 
are performed at the Cleveland City Hospital. 

The professional staff includes 52 registered nurses 
and 6 full-time physicians, in addition to the Medical 
Director. F. W. Ramsey, Director of Public Health and 
Welfare, City of Cleveland. R. H. Browning, M.D., 
Superintendent and Medical Director. Charles Schoen, 
Business Manager. 
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MAHONING TUBERCULOSIS SANATORIUM 
YOUNGSTOWN, OHIO 


The Mahoning County Tuberculosis Sanatorium was The Sanatorium is now equipped to do all types of 
opened on November 23, 1925 with a bed capacity of 67. surgery. There are 94 physicians on the visiting staff, 
In 1930, a cottage for 16 patients and a nurses’ home _ representing all specialties. 
with a capacity for 10 nurses, was built. The house staff consists of the medical director, Dr. 
In 1936, under W.P.A., a third floor was added, in- E. E. Kirkwood; three resident physicians, x-ray 
creasing the capacity of the Sanatorium to 180 beds. technician, laboratory technician, dietitian and 2 
At the same time, a surgery, laboratory, dental office registered, trained nurses. 
and other minor operating rooms were added. 


The Mount Royal Sanatorium 
NORTH ROYALTON, OHIO 
P. O. Brecksville, Ohio 


‘Located 15 miles southeast of Cleveland, Ohio. 
Elevation 1240 feet. 50 acres of rolling country estate. 
Capacity 110 beds. For all stages of adult Pulmonary 
Tuberculosis. All modern methods of collapse therapy 

employed. 
Norbert S. Greene, M.D. 
Medical Director 
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DISEASES OF THE CHEST 1940 


Interpretation of Chest X-Ray Films 


DAVID W. HEUSINKVELD, M_.D., F.A.C.C.P. 
Cincinnati, Ohio 


The interpretation of the shadows seen on 
the films of the chest involves more than 
simple identification of what meets the eye. 
If one keeps in mind the dynamic forces of 
pathological reactions, much can be actually 
seen and as much more inferred. 

There is such a wide variation in the ap- 
pearance of films of healthy individuals, prin- 
cipally because of size, shape and age, that 
to describe a normal chest is impossible; it 
is most important however, to think in terms 
of the healthy chest. One should study the 
films of many healthy people to learn average 
appearances before attempting to describe 
and interpret the changes resulting from 
pathological processes. 

All that can be seen on any x-ray film is 
the shading from black to white forcing us 
to identify the original structure by the den- 
sities it casts upon the film. As the x-rays 
pass through a chest, the resulting pattern 
on the film permits us to study anatomy 
without actual dissection, and as disease com- 
plicates the shadows on the film, we may 
study pathology without actually seeing the 
tissue with the unaided eye or through the 
microscope. This necessarily imposes certain 
limitations upon complete diagnosis, but it 
is often an invaluable aid in directing the 
campaign toward that end. 

To get the most out of a chest film an 
orderly approach is necessary, and we follow 
the example of the anatomist of proceeding 
from that which is external to that which 
is internal. The soft tissues on the outside 
of the bony cage must be scanned for irre- 
gularities and for the state of nutrition. The 
latter is best determined by studying the 
axillary folds where malnutrition throws 
them out in bold relief, above the clavicle and 
along the lateral wall. The breast shadows 
of the female may be significant, particularly 
when one of them is absent. 

All of the visible bones on the film must 
be carefully studied. Anomalies of the ribs 
are not infrequent; contraction of the ribs 
resulting from organized pleural exudate and 
adhesions may be noted. Old or recent frac- 


tures may give a clue to other obscure shad- 
ows. In apical densities, destruction of the 
overlying ribs will distinguish between a 
heavily thickened apical pleura and a superior 
pulmonary sulcus tumor. Pulmonary emphy- 
sema causes the ribs to leave the spine more 
horizontally than normal. 

In studying the internal soft tissues of the 
chest, it is helpful to consider them as being 
suspended from the base of the skull after 
the manner of a pendulum. If they are dis- 
located from their normal positions, a path- 
ological process may be exerting a pulling or 
pushing force. This factor is usually easy to 
determine and is most important. Rapidly 
growing tissues such as tumor or fluid will 
push, while scar tissue exerts a pulling force. 
The loss of a normal constituent of the chest 
will cause a dislocation of the remaining 
viscera toward that side, such as occurs when 
air is absorbed from the alveoli, producing 
atelectasis. 

In properly exposed films, the decreased 
density of the trachea and mainstem bronchi 
should be visible. Normally, the trachea is in 
the midline, sloping slightly to the right in 
its lower portion if the patient’s position is 
symmetrical with that of the central ray. 
Deviation of the trachea is significant except 
in scoliosis. Narrowing of the trachea and 
mainstem bronchi should be looked for. 

Normally, the aorta is always to the left 
side of the spine at about the level of the 
fifth thoracic vertebra. The width of the 
aortic arch varies with the age and size of 
the individual. It sometimes appears to be 
abnormally wide in fat individuals because 
of the upward lift of abdominal fat. This is 
also true for the heart shadow. Calcification 
in the arch is frequently noted together with 
apparent elongation in the later years of life. 

The size, shape and position of the heart 
should be carefully studied. It is well to re- 
member that the apex of the heart, as seen 
on the film, usually does not correspond with 
the clinically measured apical beat when the 
mid-clavicular line is used as the base line. 
In both instances it is more accurate to use 
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the mid-sternal line. The heart is easily shift- 
ed from its normal position by pushing and 
pulling forces. Both the heart and aorta can 
be dislocated upward by fibrotic contractions 
in one or both of the upper lobes. 

The domes of the diaphragm should nor- 
mally be smooth, gently arched, the right 
about 1% cm. higher than the left. Irregu- 
larities, tenting, and attachments to the 
lateral walls should be noted for evidences 
of subdiaphragmatic influences, and for the 
presence of pleurisy. In pulmonary emphy- 
sema they are apt to be lower and flatter 
than normal. 

The pleurae are normally invisible. Thick- 
ening of the pleura is often visible under the 
second ribs in apparently healthy people. An 
old pleuritis can frequently be detected under 
the ninth rib in the mid-axillary line. Inter- 
lobar thickening can be seen as linear mark- 
ings, though seldom do they show the entire 
extent of the interlobar fissure. Calcification 
of the pleura is the late result of pleural 
effusion and not infrequently of hemothorax 
and empyema. 

The anatomical hilum is wholly outside of 
the lung and is best seen on the film on the 
left side, only the left bronchus and the 
pulmonary artery showing up as distinct en- 
tities. The x-ray hilum, which lies lateral 
to the anatomical hilum, is easily seen, but 
is difficult to describe; it is made up of the 
first divisions of the mainstem bronchi, the 
pulmonary artery and vein, bronchial artery 
and vein, lymph glands and supporting con- 
nective tissue. Its vertical limits are fairly 
constant and are covered by two interspaces 
and a rib. The upper border of the left hilum 
is formed by the superior surface of the pul- 
monary artery; the upper border of the right 
hilum by the eparterial bronchus. The outer 
limit is indefinite, extending almost to the 
imaginary line of the inner third of the 
lung. Its density is variable under normal 
conditions. but with properly exposed films 
one should be able to look through it. When 
of a heavy homogeneous character, it is de- 
finitely abnormal. One should look for en- 
larged lymph nodes as well as for evidence 
of calcification. It is important to remember 
that the upper portion of the lower lobe 
covers the hilum density, and that this area 
is frequently involved in pathological pro- 
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cesses. Good stereoscopic films are necessary 
to separate the densities for accurate locajj- 
zation. Between the bronchi to the lower lobes 
and the heart there is normally a more or 
less rectangular dark area, seen best on the 
right side. When this area is obliterated, jt 
is definitely pathological; it is frequently 
mistaken, then, as an enlarged hilum density, 
whereas it is wholly outside of the hilum anq 
represents a lesion in the lower lobe. 

The trunk densities are composed of bron- 
chus, pulmonary artery and vein, bronchial 
artery and vein, lymphatics and supporting 
connective tissue. It is impossible to separate 
these densities into their component parts, 
They vary in size normally, and end short of 
the periphery of the lung; when extending 
to the pleura, some abnormality is present. 
Variation in the size of the trunks may be 
due to bronchial, vascular or lymphatic 
lesions. Simple bronchial infections do not 
change the pattern sufficiently to permit an 
etiological diagnosis; chronic bronchial in- 
fections that are generalized are apt to show 
abnormally heavy trunks. These heavy trunks 
may suggest a chronic bronchial infegtion, 
but the final diagnosis must rest upon sub- 
stantiating clinical findings. 

Heavy trunks in a localized area may sug- 
gest bronchiectasis, but this diagnosis should 
not be made from the films alone. Enlarged 
trunks secondary to cardiac lesions may be 
suggested by an irregularly shaped heart. 
With advancing age, the trunks become 
heavier but not actually larger, due to changes 
in the arterial walls. Trunks that are tortuous 
are due to vascular changes rather than to 
disease of the bronchi. The perivascular and 
peribronchial lymphatics may modify the ap- 
pearance of the trunk densities as a result of 
previous respiratory infections. Beading o 
studding of the trunks not uncommonly fol- 
lows tuberculous infection, probably as a re- 
sult of scarring. 

By studying the distribution of the trunks, 
it is possible to localize the lobes of the lungs. 
This is important and is possible only with 
good stereoscopic films. Foreign bodies should 
be localized in the correct bronchus and lobe 
for the best bronchoscopic approach. Abscess 
cavities can be localized for accurate surgical 
approach; cavities in the apex of the lower 
lobe overlie a considerable portion of the 
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upper lobe and only by studying their rela- 
tion to bronchi can they be accurately local- 
ized. It is not possible here to give the ana- 
tomical distribution of the bronchi to their 
respective lobes. Suffice it to say that by care- 
ful study of good stereoscopic films accurate 
localization of the lobes is possible, some films 
showing it to much better advantage than 
others. 

It is not my purpose, nor is it possible, to 
cover the x-ray findings of all lung lesions, 
put rather to show how the problem of inter- 
pretation is approached. A good example is 
that of pulmonary emphysema. With the aid 
of a microscope, the diagnosis is made by 
studying the alveoli; the problem is more 
complex when studying only the films because 
we can’t see the individual alveoli on it. In 
the first place, we must have fixed in our 
minds the appearance of an emphysematous 
chest, the emphysematous lung itself and the 
clinical manifestations of the disease. Then, 
when studying the films, we may note that 
the ribs leave the spine more horizontally 
than is normal; the lung fields are some- 
what blacker because of the increased air 
content; the trunk densities are heavier and 
are more widely separated than average; the 
pulmonary arteries stand out prominently 
at the roots of the lung and in the hilum 
density; the domes of the diaphragm are low 
and flattened. This combination of clues is 
definite evidence of the presence of pulmo- 
hary emphysema, but any one of these ob- 
servations is not sufficient to establish the 
diagnosis. The fluoroscopic examination would 
show in addition that the movement of the 
diaphragm was limited and held in a state 
of inspiration; that the bases of the lung 
failed to darken on complete expiration and 
that the heart was separated from the an- 
terior chest wall. Such a build-up is neces- 
Sary because of the indirect methods of ex- 
amination. 

Simple exudative lesions in the lungs cast 
densities on the film of a homogeneous char- 
acter. One might say then that a broncho- 
pheumonia or a lobar-pneumonia is suggested, 
but an exact etiological diagnosis is not pos- 
Sible. The only infectious disease that can 
be etiologically diagnosed is chronic apical 
pulmonary tuberculosis, and its relapsing 
characteristics permit such a diagnosis. The 


differing densities of exudate, caseation, fi- 
brosis and calcification represent lesions of 
different ages which form a pattern charac- 
teristic of only tuberculosis. This pattern is 
classically found only in the upper lobes. The 
tuberculous lesions limited to the lower lobes 
remain undifferentiated and only the finding 
of tubercle bacilli in the sputum permits a 
positive diagnosis. Cavities present in the 
upper lobes usually have sufficient associated 
pathology to make possible an accurate x-ray 
diagnosis of tuberculosis, but cavities in the 
lower lobes are associated only with exudate, 
which may have other etiological factors. In 
general, we may say that x-ray films record 
the existence of exudate in the lung, but 
from that fact alone we are unable to make 
an etiological diagnosis except in some cases 
of the chronic type of apical pulmonary tu- 
berculosis. 

Benign tumors can occur anywhere in the 
chest, showing densities on the film of any 
size and shape, but usually with smooth con- 
tours. Accurate diagnosis is extremely diffi- 
cult. Primary malignant tumors occur in all 
manner of form without definite distinguish- 
ing features, but if clues are diligently sought 
for a great deal of presumptive evidence may 
be found. In all instances, additional evidence 
is necessary to establish an exact diagnosis. 
Tumors of the bronchi are apt to be occlusive, 
resulting in absorption of air distal to the 
obstruction. This may involve the distribution 
of a single bronchus, an entire lobe or the 
entire lung, depending upon the location of 
the tumor. The resulting atelectasis produces 
a dislocation of all viscera and the corres- 
ponding half of the diaphragm to that side. 

The lateral view of the chest is valuable in 
that it throws into bolder relief some condi- 
tions that may only be suspected from the 
standard antero-posterior view. It may also 
show conditions that do not appear at all in 
the antero-posterior exposure, namely the 
posterior border of the heart, the deep sulci 
posterior to the domes of the diaphragm, and 
the horizontal arch of the aorta. In studying 
pulmonary emphysema, the upper anterior 
and posterior dark areas are shown to good 
advantage and it may show separation of 
the heart shadows from the anterior chest 
wall. When the heart is adjacent to the an- 
terior chest wall in the presence of pulmonary 
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emphysema, pericardial adhesions are present. 
Interlobar effusions are often more clearly 
defined in the lateral view. 

The use of lipiodol in bronchography em- 
phasizes the limitations of the plain film. 
A well filled bronchial tree provides excep- 
tional opportunity to study the size and shape 
of the bronchi and the localization of the 
lobes. It is the method par excellence in de- 
termining the degree and extent of bronchiec- 
tasis. It is of less value in studying cavitation, 
whether tuberculous or non-tuberculous, be- 
cause the majority of cavities cannot be made 
to fill and show fluid levels. It is often diffi- 
cult to differentiate parenchymal and pleural 
densities; with the injected bronchial tree 
this difficulty is more easily resolved by 
noting the distribution and configuration of 
the trunks. A mass in the pleura or pleural 
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cavity bulging into the lung field results jn 
distortion of the bronchi. Bronchography js 
particularly useful in studying bronchial op- 
structions, whether due to foreign body, new 
growths, or bronchial stenosis; and, where the 
obstruction is due to a bronchogenic carej- 
noma, aids in determining operability. 


Conclusion 


The interpretation of the densities observe 
on x-ray films of the chest demands a knowl- 
edge of normal anatomy, the pathogenesis 
of disease primarily or secondarily involving 
the chest, the dynamic forces exerted by 
pathological processes, and finally the cor- . 
relation of the densities, symptoms and phys- 
ical findings. Much confusion will be avoided 
by consultation between roentgenologist and 
internist. 


A BRIEF SUMMARY OF THE TUBERCULOSIS 
CAMPAIGN IN OHIO—(Continued from page 359) 


was established under the Ohio State Board of 
Health with a legislative appropriation of $40,000 
for the biennium. 


Between 1914 and 1920 not much advance was 
made in the creation of new machinery or agen- 
cies to control tuberculosis due to the dislocation 
caused by World War No. I. 


In 1920 a direct approach to the school health 
problems was begun with the institution of the 
Modern Health Crusade by the Ohio Public Health 
Association with the active cooperation of the 
State Department of Education. In 1922 a “Course 
in Hygiene” was prepared for the teachers in 
the schools. In 1923 the General Assembly passed 
the “Physical Education Law” and in 1927 the 
first supervisor of health and physical education 
—_ employed in the State Department of Edu- 
cation. 


The first educational campaign on the Early 
Diagnosis of Tuberculosis was conducted in Ohio 
in 1927. Increased emphasis began to be placed 
upon the value of the x-ray and tuberculin test 
in discovery of early cases of tuberculosis. 


In the years intervening between 1927 and the 
present time the program in Ohio has been de- 
voted not so much to creating new agencies and 
institutions as it has to implementing and 
strenghthening the avenues of attack which were 
initiated in the early years of the campaign. 
Today we are concerned with the problems of 
tuberculosis in industry, among the negroes and 
among the young women. We enter the final 
stages of the battle with our forces well organized 
to meet successfully whatever emergencies may 
arise. 


ROBERT G. PATERSON, Ph.D. 


CHARLES OLIVER PROBST, M.D. 
(Continued from page 360) 


consumption is a contagious disease; and that 
without proper precautions every patient is a 
source of danger to those about him.” 

Following this clear-cut expression of profes- 
sional opinion, Dr. Probst plunged into the fight 
against the disease in earnest. In 1894 the State 
Board of Health issued its first popular educa- 
tional circular on the subject. It was entitled “The 
Prevention of Consumption.” Thus was launched 
the educational movement against the disease 
which has been gaining momentum with the 
passing of the years. 

In a paper read before the Section on State 
Medicine of the British Medical Association held 
at Toronto in 1897 we find Dr. Probst advocating 
hospitalization of cases of tuberculosis by state 
and local government authorities. This paper 
marks the beginning of the sanatorium move- 
ment in the state. 

At a meeting of the State Board of Health, 
April 10, 1901, Dr. Probst presented a report on 
the subject of tuberculosis and recommended 
the organization of a state association for the 
prevention of tuberculosis. This suggestion be- 
came a reality on November 14, 1901, when the 
Ohio Society for the Prevention of Tuberculosis 
(now the Ohio Public Health Association), was 
organized. 

These three lines of endeavor mark in broad 
outline the form of the fight against the disease 
in Ohio. Throughout the remainder of his life, 
Dr. Probst was identified closely with the national, 
state and local developments in the tuberculosis 
movement. The bibliography of his writing is 
illuminating as it shows his intense interest in 
the leading public health problem of his day. He 
died of pneumonia in Columbus on April 2, 1933, 
being slightly over 75 years of age. 
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A Twin Spirometer for Bronchospirometry 


PAUL W. GEBAUER, M.D.* 
Cleveland, Ohio 


The purpose of this paper is a description 
of a twin spirometer which I have designed 
for clinical bronchospirometry. This instru- 
ment is used with a special rubber catheter, 
put could be used with any similar device such 
as the double bronchoscope described by 
Jacobaeus and Frenckner.! 

A description of my catheter and the tech- 
nique of its use in bronchospirometry have 
been published.” Figure 1A is a diagram illus- 
trating how the catheter separates the air 
channels to the lungs and permits the study 
of each side separately and simultaneously. 
These catheters are sold by American Cysto- 
scope Makers Inc. They are made of latex 
and contain enough barium to make them 
easily visible under the fluoroscopic screen. A 
steel coil spring is incorporated in the catheter 
wall which produces a desirable semi-rigidity. 
The catheter is supplied in three sizes so that 
it is adapted to the wide range of bronchial 
dimensions produced by collapse as well as by 
the variation in the size of patients. It is 
advisable to use as large a size as possible. 
The largest can be used only in large males. 
The smallest size is used in small females, or 
in those patients in whom pulmonary collapse 
has caused a contraction of the left bronchus. 
The right main bronchus has been found un- 
Satisfactory for bronchospirometry because of 
the short distance between the carina and the 
right upper lobe orifice; consequently, stenosis 
of the left main bronchus may make the pro- 
cedure impossible. 

The catheter is inserted through the glottis 
by means of a direct laryngoscope, and then 
guided into the left bronchus with the aid of 
the fluoroscope. Its natural curvature to the 
left facilitates this passage. It is usually passed 
down until the tip is visible just lateral to the 
left cardiac border. Good anesthesia is essen- 
tial and is accomplished by spray and intra- 
tracheal injection. 

Relative dryness of the tracheobronchial 
tree is desirable so that postural drainage or 
cough and expectoration are carried out be- 


the Department of Thoracic Surgery, 
ity Hospital, and Western Reserve University, 
Cleveland, Ohio. 


“the catheter is in position the balloons are 
inflated and each side of the catheter is con- 
nected to a separate respiratory spirometer. 

I first used two standard basal metabolism 
forehand. Sometimes atropine is helpful. After 
apparatuses for spirometers, and although 
fair records were obtained, they were not 
entirely satisfactory. The speed of the moving 
record could not be accelerated, and rapid 
shallow respirations, therefore, were not well 
separated. The usual basal metabolism ap- 
paratus has a capacity designed for both 
lungs, and a rather voluminous spirometer 
bell of large diameter. With such an instru- 
ment, an inspiration of 500 cc. might cause 
only a 1 cm. fluctuation of the bell, and when 
it is connected to a single lung, in which the 
tidal volume may be 200 cc. or less, the fluc- 
tuation on the record is too small. In addition, 
two instruments recorded each lung on a 
separate record, rather than both lungs on 
a single graph. 

For these reasons, with the financial aid 
of Cleveland City Hospital and its staff, the 
McKesson Appliance Company of Toledo, Ohio 
constructed a special twin spirometer (Figure 
1B). This instrument records the fluctuations 
of both lungs on the same record. The record 
carrier is driven by an electric clock mech- 
anism which can be accelerated. The record 
consists of a graphic paper from which one 
can calculate oxygen consumption per minute, 
tidal volume, complementary and supplemen- 
tary volumes, and vital capacity. Each small 
square in the vertical axis represents a res- 
piratory volume of 50 cc. or 50 cc. of oxygen 
and in the horizontal axis, one tenth or one 
twentieth of a minute depending on the speed 
used (Figure 2B). Each spirometer bell has 
a capacity of four liters. This apparatus makes 
a suitable record with every variety of res- 
piration. Satisfactory records have been ob- 
tained when the respiratory rate was 40 per 
minute, and the tidal volume of one lung was 
less than 100 cc. 

Inasmuch as ventilation is recorded and 
usually corresponds to the carbon dioxide out- 
put, it was thought that for clinical purposes, 
it would not be necessary to include in the 
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instrument the equipment for the measure- 
ment of carbon dioxide. Each bell contains 
a soda lime cannister for the absorption of 
carbon dioxide, rather than a caustic solu- 
tion and acid for its liberation and subsequent 
measurement. 

An air pressure manometer is installed on 
the instrument panel for the inflation of the 
balloons. Screw valves are incorporated in the 
catheter connections so that the patient may 
be shunted from the apparatus to room air 
or vice versa. The electric motor is driven by 
alternating current, and is coupled with a 
chain drive, gear shift mechanism which per- 
mits acceleration or slowing of the record 
by simply turning a knob. 

An example of the type of record is re- 
produced in Figure 2B. It indicates that the 
pulmonary function is practically the same 
on each side. The roentgenogram (Figure 2A) 
shows a bilaterally equal collapse with extra- 
pleural pneumothorax on the right, and in- 
trapleural pneumothorax on the left. Before 
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extrapleural operation this patient haq a 
fairly good vital capacity and no Clinical dis. 
comfort in spite of the collapse on the left 
side, so that bronchospirometry was not 
deemed necessary before the institution of g 
revocable extrapleural collapse. However, jf 
thoracoplasty had been indicated, it woulg 
have been comforting to know that the left 
side, in spite of the pneumothorax, was 
capable of such good function. 

There are patients with diminished respia- 
tory capacities who need bilateral or even 
unilateral collapse whom we cannot treat 
safely until we know the separate functions 
of the two sides. Bronchospirometry will often 
tell us that a thoracoplasty might be hazard- 
ous, and a revocable collapse much safer. At 
times, it will indicate that even a phrenic 
would provoke too much dyspnoea. Occasion- 
ally, we will find a partly collapsed lung which, 
in spite of clinical and x-ray evidences, has 
sufficient function to permit rather extensive 
collapse on the other side. 


FIGURE I 


A—Diagram of catheter in position in the 
trachea and left bronchus. Air from the left lung 
is confined to the left barrel of the catheter by 
the distal balloon. Air from the right lung is 
trapped between the balloons and therefore enters 
the sidehole opposite the right bronchus, and is 
confined to the right barrel of the catheter. 
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B—Photograph of twin spirometer. 1—two-way 
valves in tips for connection to the catheter. 
2—spirometer bells. 3—water-seal cylinders con- 
taining rubber flap valves and soda lime cal- 
nisters. 4—air pressure manometer and hand; 
bulb for balloon inflation. 5—writing points an 
graphic record on revolving shaft. 6—switch for 
electric clock motor. 7—cord to wall plug. 8— 
switch for acceleration of record. 9—oxygen 
for filling of spirometer bells. 
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1- FIGURE II 

h A—Chest roentgenogram of a 27 year-old white B—Bronchospirometry record at time of roent- 
; female with a right extrapleural pneumothorax genogram in A. The gradual climb of each curve 

AS of 9 months duration and a left intrapleural pneu- represents the oxygen consumption of that lung. 


ve mothorax of 1 years duration. Onset of tubercu- 
losis 2 years previously with bilateral apical cavi- 
ties. Sputum now absent. Marked clinical im- 
provement. Vital capacity 1400 cc. 


Respiratory rate is 16/min. Average tidal volume 
is 200 cc. for each lung. Vital capacity is 675 cc. 
on the left and 700 cc. on the right. The records 
are quite similar. The greater superior excursion 
of the intrapleural side, as noted fluoroscopically, 
was balanced by the greater diaphragmatic ex- 
cursion on the extrapleural side. Possibly because 
of the more extensive original disease on the left 
side, its oxygen intake per minute is slightly less 
than on the right. 
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JOHN H. LOWMAN, M.D. 
(Continued from page 360) 


Dr. Lowman awakened the public to the possi- 
bilities of conquering tuberculosis and inspired 
many to “do something about it.” A man of 
broad culture, he was loved alike by the layman 
and professional worker, the poor and the wealthy. 
Dr. Lowman’s biographers agree that his essays 
Surpassed any literary efforts in Cleveland med- 
ical circles. He also composed 70 sonnets. 

Italy, a land that always delighted and en- 
chanted Dr. Lowman, lured him to his death. 
He journeyed to Italy in September, 1918, as 


chospirometry and Its Clinical Application, with 
a Short Account of Bronchial Catheterization,” 
Proc. Roy. Soc. Med., 30: 477, 1936. 


2 Gebauer, Paul W.: “A Catheter for Broncho- 
spirometry,” J. Thoracic Surgery, 8:674, 1939. 


medical director of the American Red Cross Tu- 
berculosis Mission. The vicissitudes of ocean 
travel, scientific inquiry and military life culi- 
minated in an attack of influenza soon after he 
landed in Rome. Dr. Lowman returned to Amer- 
ica —— he died in New York City, January 
23, 1919. 

The late Hon. Newton D. Baker, then secretary 
of war, paid this tribute to Dr. Lowman: 

“When the world’s great test came, he could 
not help sacrificing himself to minister to the 
stricken and suffering. Surely he died a soldier’s 
death after living, in the best sense of the words, 
a physician’s life.” 
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History of the West Virginia Tuberculosis 
and Health Association 
GEORGE F. EVANS, M.D. 


At a meeting of the American Anti-Tuberculosis 
League in Atlanta City in 1907, Mrs. S. W. Price 
of Scarbro, West Virginia was invested with 
authority to promote a state-wide organization 
in West Virginia. In December of 1907, there was 
organized the West Virginia Anti-Tuberculosis 
League. This was the first concerted effort in 
West Virginia to promote any scheme of tuber- 
culosis control. Dr. Harriet B. Jones of Glendale, 
West Virginia, was appointed Executive Secretary 
in 1908. Dr. Jones is the pioneer of all tuberculosis 
efforts in West Virginia and from her untiring 
efforts, often supported with little financial re- 
source, there was laid a firm foundation and 
structure for all the Anti-Tuberculosis work that 
has since developed in West Virginia. 

The tuberculosis league was instrumental in 
securing appropriations for a small state sana- 
torium in 1913. The league, during the same year, 
was able to influence two counties to open their 
own sanatoria, and persuaded three counties to 
employ full-time tuberculosis nurses. 

The first Red Cross Seal Sale was begun in 
1909 and state funds were used to continue the 
exhibit service, and to provide tuberculosis sur- 
veys in several counties. Tuberculosis nurses and 
a full-time physician were employed as funds 
were available. The league kept alive the agita- 
tion for tuberculosis beds in Sanatoria and a 
slow but continuous program of construction went 
on at the State Sanatoria. 

In November 1920, the West Virginia Anti- 
Tuberculosis League became known as the West 
Virginia Tuberculosis and Health Association, and 
the work was reorganized. During this year Mr. 
George C. Rowell came from New Hampshire to 
assume the duties of Executive Secretary. More 
county surveys were undertaken to determine the 
extent of the tuberculosis problem. As a result 
of these surveys, full-time county health units 
were permanently established in several counties 
of West Virginia. Counties during this period were 
urged to set up their own societies, integrated 
with the state society. The more populous coun- 
ties quickly developed their own organizdtions 
and carried on their own seal sale fund raising 
programs. About five counties during this period 
built county sanatoria, where far-advanced pa- 
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tients could be hospitalized. 

Whenever funds were available, tuberculosis 
clinics were held under the auspicies of the county 
and state associations. In the fall of 1925, Dr. H. 
G. Wildman was appointed as full-time state 
clinician. Dr. Wildman had not only a wide ex- 
perience in clinical tuberculosis, but with unusual 
tact, was able to promote an interest in tubercu- 
losis that had not before been present in West 
Virginia. After his death in 1927, the medical pro- 
gram lagged. In 1930 the state legislature granted 
to the state association $10,000 per year for clinic 
services, providing that the state association would 
expend an equal amount. This sum permitted the 
employment of three full-time nurses and quali- 
fied physicians were employed on a fee basis from 
several of the large cities. The association pur- 
chased two portable x-ray units. This service has 
been continued by successive legislatures. 

This clinic service has examined 30,008 patients 
and taken 15,747 x-ray pictures. Of this number 
1,710 patients with active curable tuberculosis 
have been referred to sanatoria. More than 120,000 
tuberculin tests have been performed. West Vir- 
ginia has now a mobile x-ray unit operated 
through the State Department of Health, so it 
is probable that much of this field work will now 
be taken over by official bodies and the State 
Tuberculosis Association will confine more of its 
time to educational purposes. 

The state association has spent 27.4 per cent 
off all its funds on medical service. The average 
percentage of funds spent by state associations 
for this service according to the National Tuber- 
culosis Association compilation is 5.6 per cent. 
Through the effort of the West Virginia and 
Health Association, thirty-two counties now have 
their own tuberculosis societies. Six of these have 
been organized during the summer of 1940 through 
the efforts of Mr. E. P. Wells who was recently 
added to the state personnel in the capacity of 
Field Secretary. . 

On September the 14th, 1940, the Association 
was deeply grieved by the death of its Executive 
Secretary, Mr. George C. Rowell. The activities 
of the organization are at this time under the 
direction of the acting Executive Secretary, Mr. 
E. P. Wells. 


ar 


WALTER EDWARD VEST, M.D. 
1882 - 


Dr. Vest is an exceedingly modest man, so 
modest that it has been difficult to obtain in- 
formation about him for this brief sketch. 


He is a Virginian, born in Floyd County, in 
1882, the son of William Madison and Mary Susan 
(Boone) Vest. He was graduated from William 
and Mary College in 1902, where he won a Phi 
Beta Kappa key. He taught German at William 
and Mary for two years after graduation, and 
has been sufficiently interested in his Alma Mater 
since then to work actively in its alumni associa- 
tion, of which he was president in 1927. In 1936 
the alumni medallion was conferred upon him 
for his service to the alumni association. 


He completed a four-year course at the Medical 
College of Virginia in three years, and was a 
member of the Phi Beta Pi there. He took his 
M.D. degree in 1909. After a period of internship 
and postgraduate study in Richmond and New 
York, he began a general practice in Meherrin, 
Virginia. In 1915 he moved to Huntington, West 
Virginia, and specializes there in internal medi- 
cine. He was president of the General Alumni 


Association of the Medical College of Virginia 
in 1931. 


He was married in 1910 to Miss Saddie Blan- 
kinship, of Brookneal, Virginia, and they have a 
son, Walter, Jr., now following in his father’s 
footsteps as a student in the Medical College of 
Virginia. 

During the World War, Dr. Vest was Chief of 
the Medical Service at the base hospital at Camp 
Wadsworth, South Carolina, where he was highly 


Tuberculosis 


Pioneer 


in 


West Virginia 


regarded and is affectionately remembered by 
his associates. 


Dr. Vest is a member of the American Thera- 
peutic Society and a Fellow of the American 
College of Physicians, formerly on the Board of 
Governors of that organization. He is also the 
Governor of West Virginia for the American Col- 
lege of Chest Physicians. He is President of the 
Public Health Council (Medical Examining Board) 
of West Virginia and has been for several years 
a member of the House of Delegates of the Amer- 
ican Medical Association. He is now serving as 
a member of the Committee of Seven of the 
American Medical Association, to meet with re- 
presentatives of the Federal Government to con- 
sider a health program for the United States. 


In West Virginia he has worked tirelessly for 
organized medicine. He has been president of the 
county and state medical societies, of the Chesa- 
peake and Ohio Surgeons’ Association, and as- 
sociate editor, and editor, of the West Virginia 
Medical Journal, one of the best and most widely 
read of the state periodicals. He is affiliated with 
the Methodist Church, the Masonic Order, the 
Kiwanis Club, and is a democrat. 


The Southern Medical Association has had his 
enthusiastic support since 1913. He became a 
member of its Council in 1925 and Chairman in 
1929, in which position he served for two years. 
He has also been Chairman of the Section on 
Gastroenterology, and in 1938 became President. 


Dr. Vest does not drink or play cards, and is 
not even a golfer. According to his intimates, his 
chief diversion is medical reading. Organized 
medicine, like many of the world’s great govern- 
ments, is now under stress from many quarters. 
It needs in prominent positions men of ability, 
ideals and clean life, whose characters are, like 
Dr. Vest’s, a guarantee of capable and unselfish 
leadership of which future generations will be 
proud. 
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J. G. PETTIT, M.D. 
1880 - 1929 


Dr. J. G. Pettit was born at Trimble, Ohio, in 
1880. He attended Ohio University at Athens, and 
graduated in Medicine at Loyola Medical School, 
Chicago, in 1902. 


After graduation, Dr. Pettit came to West Vir- 
ginia and commencéd the practice of medicine 
at Clay Court House. There he remained for four 
years. He went to Chicago for some graduate 
study and returned to West Virginia as Staff 
Physician at the Weston State Hospital at Wes- 
ton, West Virginia. He remained in Weston con- 
tinuously for eighteen years. 


In 1924 Dr. Pettit was requested by Governor 
Morgan to take the Superintendency of the State 
Sanitarium at Hopemont, West Virginia. Dr. E. E. 
Clovis who had been Superintendent since the 
establishment of the Institution had resigned to 
enter private practice. 


Dr. Pettit remained at Hopemont until his 
death on December 20, 1929. During his five years 
as Superintendent, he was responsible for many 
improvements in the Institution. The Sanitarium 
enlarged from 260 to 425 bed capacity. A new 
modern hospital and a children’s building were 
added during this period. Changing methods of 
treatment were effected at the Institution during 
his term of office. For four years Dr. Pettit was 
President of the West Virginia Tuberculosis and 
Health Association and in this capacity he fur- 
thered clinic activities and tuberculosis health 
education throughout the state. He was a com- 
petent physician, capable administrator and kind- 
ly adviser to thousands of patients who still re- 
vere his memory. He did more to influence legis- 
lation for Sanitarium expansion than any other 
West Virginian. 


He is survived by his widow, Mrs. Grace Goss, 
and three children, Mrs. George Evans, Clarks- 
burg; Mary Lou Pettit and Dr. H. S. Pettit. 
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GEORGE C. ROWELL 
1874 - 1940 


The history of Tuberculosis in West Virginia 
contains no brighter name than that of George 
C. Rowell. Mr. Rowell was born in Ogdenburg, 
New York. He graduated at Union College, 
Schenectady in 1899, and for several years there- 
after was actively engaged in newspaper, maga- 
zine and educational activities. At one time he 
was Secretary for the Schenectady Chamber of 
Commerce. He acquired a great deal of training 
in the field of Social Service and Public Health 
and was inspector of Hospitals, Sanatoria, Dis- 
pensaries and Children’s Institutions in the state 
of New York for a period of ten years. Mr. Rowell 
was secretary of the New York Conference of 
Charities and Correction for two years and re- 
signed this position to go to New Hampshire as 
executive officer of the New Hampshire Tuber- 
culosis Association. 

In 1920 he came to West Virginia as Executive 
Secretary of the West Virginia Tuberculosis and 
Health Association. He held this position for 
twenty years until his death on September 14, 
1940. Throughout these years he labored untir- 
ingly for the cause of tuberculosis and developed 
a clinic service which brought medical service to 
all corners of West Virginia. He developed his 
state Association to its present high level, with 
affiliates in more than half of the counties of 
the state. During Mr. Rowell’s administration as 
Executive Secretary of the West Virginia Tuber- 
culosis and Health Association, a number of 
tuberculosis sanatoria were built throughout the 
state. He was a tireless worker and he enthused 
others to become interested in the fight against 
tuberculosis. 

He is survived by his widow, Mrs. Gertrude 
Hurd Rowell, for many years his able assistant. 
His daughter, Mrs. Lewis Buesmann, resides in 
Detroit. West Virginians, interested in the eradl 
cation of Tuberculosis will not forget the work 0 
Mr. George C. Rowell. 
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West Virginia Sanatoria 


HOPEMONT SANITARIUM 
HOPEMONT, WEST VIRGINIA 


Hopemont Sanitarium is a hospital of 475 beds for Virginia, are admitted by application. Because of the 
the treatment of pulmonary tuberculosis under the’ difficulty of carrying out complete studies in many 
management of the Board of Control of the State of parts of the state, patients are admitted for observa- 
West Virginia, and maintained by appropriations of tion and 20 per cent of the admissions are non- 
the State Legislature and by collections from patients. tuberculous and run the entire gamut of diseases 

The first unit of Hopemont Sanitarium was con-_ of the chest. 
structed in 1913 and was dedicated on June 12, 1913. Hopemont Sanitarium is located at Hopemont, Pres- 
It was a frame cottage capable of housing 22 patients. ton County, West Virginia. It is approved for Resi- 
Since 1913, eleven units for the care of patients have dency in Tuberculosis by the Council on Medical Edu- 
been added. Also the necessary buildings such as’ cation of the American Medical Association and by 
dormitories, houses, laundry, and farm buildings have the College of Surgeons. Its facilities are used by the 
been constructed. Medical School of West Virginia University for teach- 

Patients, who must be residents of the State of West ing purposes. 


PINECREST SANITARIUM 
BECKLEY, WEST VIRGINIA 


Pinecrest Sanitarium was established by a legislative original building and exist in the shape of a quad- 
act in 1927 and was completed in 1930. The original rangle with a large open space in the lawn. The total 
unit was constructed to care for approximately 125 cost of the sanitarium with the additional buildings 
adult patients. The purchase of the property on which exceeds $1,000,000. 
the sanitarium was built was a gift from the citizens The additional buildings provided beds for approx- 
of Beckley and Raleigh County. The first superin- imately 465 patients, and at the present time we have 
tendent of the institution was Dr. Geo. Grisinger in the institution 465 patients, and a small waiting 
of Charleston. The present superintendent is Dr. K. _ list still exists. 

M. Jarrell, who took charge of the institution on The appropriation for 1939 to 1941 was $321,360 to 
November 18, 1933. be used in running the institution. The charge to the 

The need of room for additional patients became patients is $1.00 per day, payable thirty days in ad- 
so urgent, that the 1937 legislature and the P.W.A. vance. It costs approximately $2.10 per day to take 
appropriated funds for new buildings. Before this care of each and every patient. 
new unit No. 2 was completed there was still more At the present writing there is a new appropriation 
urgent need for additional room to care for the pa- to build thirty-six additional rooms to the Nurses’ 
tients and a gift was obtained of $125,000 from the Home which will house seventy-two nurses and other 
Department of Public Assistance of this state and female help. 

Was matched by a P.W.A. appropriation from Wash- With a waiting list at the present time, it is ex- 
ington in the amount of approximately $100,000. pected that it will be necessary to construct in the 

The plans were drawn for this additional building, very near future an addition to the present institu- 
and construction was started at once. Both of the tion for additional patients. 
buildings were completed in 1939 and joined to the 
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DENMAR SANATORIUM 
DENMAR, WEST VIRGINIA 


The Denmar Sanatorium of today far surpasses the 
institution made possible by an act of the 1917 West 
Virginia Legislature. In 1919 the doors of the State 
Colored Tuberculosis Sanitarium, as it was then known, 
were opened to receive for treatment its Negro citi- 
zens suffering with tuberculosis. Today, with its im- 
provements and modern equipment and well trained 
personnel, it brings to an actual realization the hopes 
and aims of those who helped to set up this institution 
some 20 years ago. Located on one of the ranges of 
the Alleghany Mountains in Pocahontas County with 
an elevation of more than two thousand feet above 
sea level, away from the ever present coal dust that 
is evident in many sections of the State, away from 
the bustle and ado of the busy cities, overlooking 


the picturesque Greenbrier River, noted throughout 
the State for its wonderful fishing holes, then too. 
in the fall and winter deer can be seen on the river 
bank seeking water, stands a massive concrete fire- 
proof building with modern equipment. 

On September 1, 1940 the patient population stood 
at 120 with many applications on file. Due to the 
progress being made by medical science in the treat- 
ment of tuberculosis and the interest displayed by the 
staff of well trained doctors in using the approved 
methods of treatment as advanced by medical science, 
much progress is.being made in helping to check this 
dreaded disease. At the present time a Pathological 
Laboratory is being equipped so that further research 
work can be done. 


EASTMONT SANATORIUM 
MORGANTOWN, WEST VIRGINIA 


Located three miles from Morgantown, seat 
of West Virginia University, is EASTMONT 
SANATORIUM. It is charmingly situated on 
a hill in a beautiful private park near Cheat 
Mountains. It was established in 1926 by the 
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Monongalia County Tuberculosis Association, 
and has a capacity of thirty-five beds. MI. 
Susan Cook, R.N., is the Superintendent and 
Dr. G. R. Maxwell is Chief of Staff. 
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THE KANAWHA ANTETUBERCULOSIS LEAGUE 


HILL CREST SANATORIUM 
CHARLESTON, WEST VIRGINIA 


Three years after anti-tuberculosis work was started 
in Kanawha County, a summer camp for under- 
priviledged children was opened on the ground where 
Hill Crest Sanatorium now stands. This was in 1911 
and it was not until the following winter that the 
Charter for the Kanawha County Anti-Tuberculosis 
League was formally issued. For thirty years the care 
of tuberculous children and children from homes in 
which there are open cases of tuberculosis has been 
one of the first interests of the League. 

From the first summer camp, the sanatorium grew 
slowly until, today, Hill Crest is equipped to take care 
of forty children. There are three permanent brick 
buildings located on a thirty-five acre tract on a 
mountain overlooking the beautiful Kanawha River, 
and plans are developing for replacing the last re- 


maining frame building with a twenty-six bed boy’s 
dormitory. 

After the first world war, soldiers were sent to Hill 
Crest for treatment, and, from 1919 until 1930, both 
adults and children were admitted. When the State 
of West Virginia opened a new tuberculosis hospital 
at Beckley, Hill Crest was again limited to children. 

The Kanawha County Anti-Tuberculosis League for 
several years has brought a portable x-ray unit into 
the county, and during the last year over a thousand 
X-rays were made especially among children of high 
school age. Several of the cases discovered by these 
x-rays are now at Hill Crest. Through Dr. Leo Mynes, 
the county physician, children are regularly tuberculin 
tested. Dr. W. L. Cooke is the Medical Director. 


MARSHALL COUNTY SANATORIUM 
MOUNDSVILLE, WEST VIRGINIA 


Following a survey of health conditions in Marshall 
County, conducted by their Tuberculosis Association, 
the County Court became cognizant of the dire need 
of a sanatorium for their unfortunate ones who were 
afflicted with the great white plague. In 1924, funds 
were appropriated by the County Court for the building 
and maintenance of a twelve bed sanatorium. 

To assure quiet surroundings, the site selected was 
on the crest of a hill overlooking the City of Mounds- 
ville, West Virginia. This institution was not long 
functioning until the demands for treatment neces- 


sitated an addition to the original structure, thus 
providing facilities for the care and treatment of 
thirty-two patients, its present capacity. 

Residents of this county receive first consideration. 
However, other applicants are at times admitted by 
payment of a nominal fee either by the patient or by 
the County Court in which the patient resides. 

X-ray equipment has recently been installed in this 
institution. Dr. Charles G. Morgan is the Medical 
Director. 
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OHIO COUNTY SANATORIUM 
RONEY’S POINT, WEST VIRGINIA 


Commanding a picturesque view of the hills of West 
Virginia, Ohio County Sanatorium is beautifully lo- 
cated on the hill top of the spacious four hundred 
acre County Farm, about ten miles distant from the 
City of Wheeling. 

This haven for those afflicted with tuberculosis owes 
its origin to both the Ohio County Anti-Tuberculosis 
League and the Board of Commissioners, who in 1928 
became keenly interested in establishing a worth- 
while and satisfactory tuberculosis program. In that 
year, the first sanatorium was erected—a frame build- 
ing with a capacity of sixteen beds. However, the 
number of patients seeking admission to this institu- 
tion so far exceeded the accommodations that adequate 
expansion was necessary. AS a consequence, on De- 
cember 31, 1934, the pioneers of the Anti-Tuberculosis 


League again met with the Board of Commissioners 
and discussed ways and means of erecting a fully- 
equipped sanatorium that would accommodate about 
forty patients. Aid was sought from the Federal Emer- 
gency Administrator, who not only approved the pro- 
posed project for the construction and equipment of 
our present sanatorium, but agreed to pay about 30 
per cent of the cost or approximately $46,000.00. On 
September 17, 1936, this very modern fire-proof struc- 
ture was dedicated—a sanatorium which represents 
an accumulation of the best that is known to medical 
science for the control of tuberculosis. Our institution, 
as the name implies, is restricted to patients of Ohio 
County and is owned and operated by the County. Dr. 
E. E. Clovis is the Superintendent. 


WAYSIDE FARM PREVENTORIUM 
PARKERSBURG, WEST VIRGINIA 


Wayside Farm Preventorium is located near Parkers- 
burg in Wood County. It is now in its eighth year of 
service as a year-round program carried on under the 
auspices of the Wood County Tuberculosis League. 
The initial cost was approximately $15,000. The upkeep 
has been shared jointly with the community, county 
and state. From its inception in 1924 as a summer 
camp, to the present time, more than one thousand 
children ranging in age from one to twelve years have 
benefitted by a period of treatment. All children are 
given the Mantoux test before admittance and x-rays 
are made when indicated. 
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The preventorium has furnished the means by which 
the contact was broken between the person ill with 
tuberculosis and the child; also it gives the child the 
advantage of a well-regulated regimen of care Wayside 
Farm provided such protection when beds were not 
available within the state for the tuberculous sick. 

Results have been gratifying to the community, yet 
we look forward to the time when the state may have 
a bed for every case of tuberculosis and when no 
child shall be deprived of a normal family life. Dr. E. 
T. Goff is the Medical Director. 


if 

| 

5 


| 
d 


~ 
West Virginia Sanatoria D 
the 
im; 
wit 
pe} 
pre 
litt 
ac 
oft 
pat 
} ind 
| lesi 
300 
eas 
adv 
; lesit 
ent 
rem 
was 
the 
tati 


DECEMBER 


DISEASES OF THE CHEST 


1940 


Diagnosis of Intestinal Tuberculosis 


DAVID SALKIN, M.D., and A. V. CADDEN, M.D., F.A.C.C.P. 
Hopemont, West Virginia 


Intestinal tuberculosis occurs as an ulcera- 
tive lesion complicating pulmonary tubercu- 
losis, aS a hypertrophic mass, and as a miliary 
form associated with tuberculous peritonitis. 
The ulcerative lesion is the most common of 
the three varieties and its diagnosis can be 
made with a high degree of accuracy. The 
chief method of diagnosis is roentgenological 
and its development has been due chiefly to 
the work of Pirie, Stierlin, Brown and Samp- 
son. The taking of a careful history is of next 
importance. The clinician must be familiar 
with the natural history of the various dys- 
pepsias to evaluate properly the symptoms 
present. Laboratory findings are usually of 
little aid in diagnosis. 

Ulcerative intestinal tuberculosis is always 
a complication of pulmonary tuberculosis and 
often shows an activity parallel to that of the 
parent lesion. However, it frequently runs an 
independent course and may cause severe 
symptoms or death after the pulmonary 
lesions have become inactive. A study of over 
309 cases shows a similar incidence in males 
and females. All ages are represented and 
the older patients have an incidence similar 
to younger patients, but the older the enteri- 
tis the less distressing are the symptoms. At 
Hopemont Sanitarium, the autopsy incidence 
of enteritis is 70 per cent. Clinically, however, 
it occurs in 15 to 20 per cent of the sanatorium 
population, where a great majority show far- 
advanced disease in the lungs. In a tubercu- 
losis sanatorium the non-tuberculous dys- 
pepsias are about four times more frequent 
than those due to tuberculous enteritis. In this 


» Series, only 1 per cent of the cases occurred 
» in association with minimal pulmonary dis- 
» fase; 9 per cent occurred with moderately 


advanced disease; and 90 per cent with far- 
advanced disease. The exudative pulmonary 
lesion was associated with 25 per cent of the 
enteritis cases, and the chronic form with the 
remaining 75 per cent. Pulmonary cavitation 
Was present in 94 per cent of the cases at 


_ the time of onset of bowel symptoms; cavi- 


tation had been present in 4 per cent prior 
to the onset of symptoms; no cavity was found 


in 2 per cent of the cases whose diagnosis 
was made by laparotomy or autopsy. The 
sputum was positive for tubercle bacilli in 
97 per cent at the time of onset of the 
symptoms. 

Intestinal tuberculosis may be present with- 
out symptoms. Ten per cent of the enteritis 
found at autopsy showed no digestive dis- 
turbances during life. Enteritis may be present 
long before symptoms appear and may be 
started clinically by a pulmonary spread, 
pleural effusion or an operation. The reason 
for such variability, we believe, is due mainly 
to a local neuromuscular irritability plus an 
afferent-parasympathetic efferent reflex to 
the involved segment. We feel that this neuro- 
genic view best explains the clinical onset 
of enteritis, its severity, symptomatology, 
duration and response to treatment. 

The onset of symptoms was sudden in 67 
per cent and gradual in 33 per cent. The rapid 
onset often dates back to some food or lax- 
ative or surgical intervention. Although col- 
lapse therapy benefits greatly about 40 per 
cent of all cases of intestinal tuberculosis, 
yet some cases date their onset to some form 
of collapse therapy and other cases show an 
aggravation of symptoms by these procedures. 

The symptoms of enteritis may be many or 
few, mild or severe, local or general. Systemic 
symptoms may include nervousness, insomnia, 
chills, fever and failure to gain weight. The 
digestive symptoms occur in the following 
order: Anorexia, 85 per cent; crampy pain, 
80 per cent; nausea, 70 per cent; diarrhea, 
65 per cent; flatulence, 50 per cent; vomiting, 
45 per cent; epigastric distress or pain, 30 
per cent; constipation, 20 per cent; pyrosis, 
20 per cent; tender right lower quadrant, 10 
per cent; acid regurgitation, 10 per cent; 
constipation alternating with diarrhea, 10 per 
cent; gross blood in stool, 6 per cent; appen- 
dicitis, 4 per cent; allergic phenomena in 2 
per cent. 

Diarrhea and pain occur in two-thirds of 
all cases and should one wait for these symp- 
toms to appear many early cases will be 
missed. In this group we include also the cases 
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who show only a change in the character of 
the stool from a normal to a soft consistency 
and without increase in the daily number; 
these form about 10 per cent of the diarrhea 
group. Pain and diarrhea occur in some cases 
that show no enteritis at autopsy; these are 
regarded as being due to a tuberculotoxemia. 
Occasionally, pelvic disease and more rarely 
cholecystitis will produce diarrhea for vary- 
ing periods of time. 

A common triad of symptoms occuring in 
12 per cent of the cases includes constipation, 
crampy pain and pain in the right lower 
quadrant. Anorexia may be due to the gen- 
eral tuberculous toxemia or a disturbed in- 
testinal gradient. In our studies, about 80 
per cent of the anorexias occurring with en- 
teritis are due to a disturbed gradient, and 
correction of the gradient often produces a 
good appetite and hunger sensation in the 
face of a hopeless pulmonary lesion with 
severe toxemia and high fever. Gross blood in 
the stool is of uncommon occurrence in enteri- 
tis and is of severe prognostic significance. 
Unusual symptoms frequently occur. One case 
had recurring attacks of chills, fever, leu- 
cocytosis. X-ray examination showed an en- 
teritis and therapy cleared the symptoms 
immediately. Several cases showed allergic 
reactions of hives, diarrhea and abdominal 
distress upon ingestion of raw milk and fruits; 
correction of the intestinal gradient caused 
an immediate disappearance of these symp- 
toms. Some cases presented typical attacks 
of appendicitis, but were proved to be enteri- 
tis. Two cases showed only a foul putrid odor 
of the stools. 

Tuberculosis of the ileocecal area may show 
symptoms usually associated with the func- 
tion of the esophagus, stomach and upper 
jejunum. For that reason, we have divided 
the symptoms into the divisions, gastric and 
intestinal. The gastric symptoms include acid 
regurgitation, pyrosis, nausea, vomiting, epi- 
gastric distress, and upper abdominal flatu- 
lence. The intestinal symptoms include 
crampy pain, diarrhea, and lower abdominal 
distension, constipation and blood in the stool. 
The intestinal symptoms are produced locally 
and the gastric are referred and due to a de- 
ranged gradient elsewhere in the digestive 
tract. Most cases show both groups of symp- 
toms. However, in four per cent, only gastric 
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symptoms were present and in eight per cent, 
only intestinal. In four per cent, the gastric 
Symptoms were mild and in six per cent the 
intestinal symptoms were minimal. Six per 
cent of the cases showed normal stool studies 
with no previous diarrhea, constipation or 
both. 

Physical examination of the abdomen is 
usually negative. Frequently some tenderness 
may be present in the right lower quadrant 
or over the course of the colon, but the signs 
are not pathognomonic of enteritis. In ex- 
tensive cases the sigmoidoscope may be used 
for direct visualization of the ulcers. 

Laboratory studies include chiefly the ex- 
amination of the stool for blood and tubercle- 
bacilli, gastric analyses and coprologic studies. 
When there is gross blood present in the stool 
one must rule out hemorrhoids, fissures, fis- 
tulae and hemoptysis. The benzedrine reac- 
tion is of little value in the diagnosis of en- 
teritis. Prior to the test, the patient should 
be on a meat-free diet for at least three days 
and if positive one must rule out gingivitis, 
swallowing of blood-streaked sputum and 
postnasal discharge. During sleep these dis- 
charges, as well as bloody sputum, are often 
swallowed. The presence of the specific or- 
ganism in the stool is of no value for it may 
be found in the feces of all cases of open 
pulmonary lesions without any enteritis. 
Again, many children who do not expectorate 
and adults with a low-grade cough reflex 
may show the organism in the stool with no 
apparent expectoration. When the acid-fast 
organisms are found in the stool it is further 
necessary to use cultures and guinea pigs to 
rule out other acid-fast organisms which are 
not pathogenic and are frequently present. 
Many cases of advanced pulmonary disease 
show abnormal gastric acidity curves and 
hypoacidity and improper digestion of fats 
and proteins, but none of these is patho- 
gnomonic for enteritis. Blood studies usually 
show no changes. A leucocytosis associated 
with pain in the right lower quadrant may 
mean appendiceal involvement which may 
be tuberculous or non-specific. 

The most accurate method of diagnosis is 
roentgenologic. One may give barium orally 
or by enema. Both are frequently used, but 
in our hands the oral route has proved to be 
about seven times more diagnostic than the 
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enema. A modified Brown-Sampson technique 
is used and observations are made at six, 
nine, twelve and thirty hour intervals. The 
double meal may be used six hours apart. 
* Each case is fluoroscoped at every interval 
and plates are made. The enema does not 
} often give a positive diagnosis when the oral 
route is negative, but it should be used in 
| puzzling cases. The reasons for this discrep- 
ancy between meal and enema are due to the 
» fact that the enema is an abnormal load for 
> the colon and finer grades of irritability are 
missed by the sheer weight of the solution; 
) that the enema must be retained for at least 
5 to 15 minutes prior to taking plates; that 
* the meal gives a better insight to the phy- 
» siologic disturbances present. We have gained 
no special information from the use of the 
double contrast air-barium enema in the 
} study of this disease. 
) The roentgenology of ulcerative enteritis 
is predominantly that of the terminal ileum, 
appendix, cecum and colon. Although unusual 
} emptying of the small gut or prolonged fill- 
j ing of a segment may point to enteritis of 
the small bowel, yet in the great number of 
cases the diagnosis is conjectural. However, 
the small bowel is almost always associated 
| with involvement of the cecum or colon, which 
7 lend themselves easily to x-ray observation. 
| In a follow-up study of our cases we have 
} begun to regard all pathological ulcerative 
enteritis to be productive of symptoms in 90 
} per cent of cases and to be asymptomatic in 
10 per cent. Of the symptomatic group, about 
4 85 per cent produce definite x-ray changes 
and 15 per cent do not. Thus, in a given series 
of pathological enteritis, one may find posi- 
tive x-ray findings in 78 per cent with and 
without symptoms, and negative x-ray find- 
) ings in 22 per cent with and without symp- 
\ toms. We have found in our series that a 
' positive x-ray diagnosis means enteritis in 
over 95 per cent of cases. However, a negative 
4 diagnosis in the face of highly suspicious 
_ symptoms is only 30 per cent reliable, and a 
Suspicious x-ray diagnosis after two examina- 
tions is less than 50 per cent reliable. It is 
thus seen that the greatest value of the x-ray 
lies in the finding of positive roentgenologic 
Signs and this result may be obtained in 
about 80 per cent of all cases of enteritis. 
a The criteria for a positive x-ray diagnosis 
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are anatomic and physiologic. Actual demon- 
stration of the ulcers is technically difficult 
and can be made in only very few cases. The 
physiologic features include those produced 
locally at the ulcer-bearing area and contri- 
butory factors. The local signs include a fail- 
ure of the involved area to fill or fill well, 
resulting in a “spastic filling defect,” in- 
creased irritability, spasm and rapid empty- 
ing. Contributory signs include a generalized 
hypermotility, rapid emptying of the entire 
bowel, ileal stasis and gastric retention. 

Cases presenting suspicious symptoms over 
a long period of time may show only a dilated, 
atonic cecum, which may present a typical 
spastic picture at a later examination. Such 
cases should be regarded as quiescent rather 
than healed, for pneumoperitoneum may 
change a deformed cecum to a dilated one in 
the course of a few days. 

Suspicious roentgenologic cases are often 
cleared up by a diagnostic pneumoperitoneum. 
One or two inflations, in a case presenting 
suspicious symptoms and suspicious roent- 
genology often makes the diagnosis. If such 
a case is not due to enteritis no change occurs, 
but if due to enteritis the symptoms are 
quickly minimized and the x-ray picture 
changes completely and assumes normal as- 
pects. 

Differential Diagnosis: Ulcerative enteritis 
may simulate peptic ulcer, gall-bladder dis- 
ease, or any other disease of the digestive 
tract. On the other hand, pelvic disease, renal 
disease, the neuroses, pleural effusion, dys- 
pepsias and postphrenicotomy dyspepsias may 
simulate enteritis and must be taken into 
consideration in the diagnosis. X-ray studies 
can rule out the neuroses, malignancy, mu- 
cous and spastic colitis, hyperthyroidism, 
allergic dyspepsias and pleural effusion. 
Amoebic dysentery must be ruled out by stool 
studies. Non-specific colitis may resemble the 
tuberculous form, but usually occurs in the 
distal colon. Whenever appendicitis is sus- 
pected in a case of pulmonary tuberculosis 
always rule out enteritis. Very rarely does 
appendicitis produce localized spastic defects 
in the cecum or colon and when one has 
tenderness in the right lower quadrant, with 
or without leucocytosis and with a normal 
roentgenologic cecum, one may diagnose ap- 
pendicitis. Abdominal adhesions may sim- 
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ulate the tuberculous picture and their diag- 
nosis depends usually upon a careful history 
and, if necessary, laparotomy.* 


Summary 


Ulcerative intestinal tuberculosis is always 
a complication of pulmonary disease occurring 
usually in far-advanced cases with cavity and 
positive sputum. Although most cases show 
a classical symptomatology, yet many other 
diseases resemble it and no one group of 
symptoms is pathognomonic. Laboratory aids 
and physical examination are of little help 
in diagnosis. The x-ray is, at the present time, 
our best means of diagnosis, and positive x- 
ray findings may be obtained in 80 per cent 


* Editor’s note: Abdominal adhesions may very 
often be demonstrated by x-ray after pneumo- 
peritoneum is established. 
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of all cases of enteritis. A positive diagnosis 
is correct in over 95 per cent of cases; a ne- 
gative one with highly suggestive symptoms 
is only 30 per cent reliable, and a suspicious 
one is less than 50 per cent reliable. The diag- 
nosis in suspicious x-ray cases may be cleared 
up with diagnostic pneumoperitoneum. A 
group of about 20 per cent of enteritis cases 
presents normal x-ray findings and in these 
a careful history and therapeutic pneumo- 
peritoneum will usually clear up the diagnosis, 
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Phone Wabash 8151 


EDWARD SANATORIUM 
ESTABLISHED IN 1907 BY DR. THEODORE B. SACHS 
Jerome R. Head, M.D., Medical Director 


An institution for the treatment, by modern methods, of selected cases of Tuberculosis. Attractive location and surroundings. 
Buildings and equipment modern and adequate for all emergencies. Well trained staff of physicians and nurses. 
Physicians are invited to visit the Sanatorium at any time. They are assured of every professional courtesy and consideration. 


For detailed information, rates and rules for admission apply to CHICAGO OFFICE, EDWARD SANATORIUM. 


343 S. Dearborn St., Chicago 


Laurel Beach Sanatorium 


SEATTLE (On the Salt Water Beach) WASHINGTON 


A private sanatorium fully equipped for the modern treatment of Chest Diseases X-Ray, Fluoroscope, 
Pneumothorax, Phrenectomy and Thoracoplasty....Special diets when required; private and semi-private 
rooms. Rates: From $25.00 per week up, including medical care. 


FREDERICK SLYFIELD, M.D. JOHN E. NELSON, M.D. RAYMOND E. TENNANT, M.D. 


THE 


LONG SANATORIUM 
EL PASO, TEXAS 


ALL ROOMS HAVE STEAM HEAT. 
HOT AND COLD RUNNING 
WATER IN ROOM, AND HAVE 
PRIVATE GLASSED IN SLEEP- 
ING PORCHES. 


“Where Sunshine Spends the Winter” 


Nurses care and medical attention included 


Rates $20.00, $22.50 and $25.00 per week. 
Also Apartments for light housekeeping. 


All Recognized Treatments Given 
Write for Descriptive Booklet 
A. D. LONG, M.D. 
MEDICAL DIRECTOR 
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FOR MULTIPLE AVITAMINOSIS 


A.B.C.D.G. CAPSULES (REGULAR) a 


PLURI-VITAMINS Size List Physicians 
Each capsule contains not less than Pkge. Price Price q a 
VITAMIN A 10,000 U. S. P. units (from fish liver oils) 100 3.50 ee 
2.62 
VITAMIN D 1,000 U. S. P. units (activated ergosterol) 250 8.35 as 
VITAMIN B, 200 Int'l units (600 gammas Thiamin Chloride) : 
VITAMIN B,(G) 50 S. B. units (125 gammas Riboflavin) 500 15.75 11.81 


VITAMIN C 500 Int'l units (Ascorbic Acid 25 mg.) 


Suggested uses: PLURI-VITAMINS are useful as a therapeutic agent in known or suspected cases 
of multiple avitaminoses to insure a highly desirable balanced vitamin intake. For prophylaxis or 
treatment of any given deficiency. 


A.B.C.D.G. CAPSULES (HIGH POTENCY) 


VICAP FORTIOR Size List Physicians 
Each capsule contains not less than Pkge. Price Price 
VITAMIN A 25,000 U. S. P. units (from fish liver oils) 60 5.00 3.75 
VITAMIN D 3,000 U. S. P. units (activated ergosterol) 100 6.40 4.80 
VITAMIN B, 500 Int'l units (Thiamin Chloride 1.5 mg.) 
VITAMIN B.(G) 100 S. B. units (250 gammas Riboflavin) 
VITAMIN C 500 Int'l units (Ascorbic Acid 25 mg.) 


NICOTINIC ACID 15 mg. 


Suggested uses: VICAP FORTIOR was designed to meet the requirements of pan vitamin therapy. 
Its routine use is suggested in the convalescence from pneumonia and influenza; and in the treat- 
ment of tuberculosis, diabetes mellitus, fevers, infections, deficiency diets, pre-operative preparation, 
post-operative convalescence, or other conditions where the vitamin reserve is quickly diminished 
and there is an urgent need of augmented vitamin intake. 


Supplied through your pharmacist or direct 


BIOCHEMICAL RESEARCH LABORATORIES 


1525 East 53rd Street Chicago, Illinois 


Trepical Setting of the Administration Building A View of the Entrance of The Howard Foundatica 


THE CALIFORNIA SANATORIUM 
| BELMONT, CALIFORNIA 
Located in the well-known sunny belt of the Peninsula, about thirty miles south 


in 
of San Francisco. Large park, semi-tropical grounds, walks. 
especially laid out for graduated exercises. 


Not too hot in summer, not too cold in winter. 
Two physicians on duty day and night—Graduate nurses. 
DR. HARRY C. WARREN, Medical Director 
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McKESSON 
Twin Spirometer 


for 


Bronchospirometry 


As developed for and with 
the assistance of 
DR. PAUL GEBAUER. 


Further details upon request. 


McKesson Appliance Co. 


TOLEDO, OHIO 


BROMURA 


As a nerve sedative during the day 
prescribe one Bromural tablet every 
three to five hours. For a prompt hypnotic action give 
2 to 4 tablets at bedtime, or upon awakening during the 
night. Bromural is neither a barbiturate nor a bromide. 


B R O M U RA L (alphabromisovalerylcarbamide ) Council Accepted 


Available as 5 grain tablets and as a powder... 
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MAKE THE X-RAY AND THE MANTOUX TEST 
(>) INTEGRAL PARTS OF YOUR DIAGNOSIS 
¢ TRAY 5) OF PULMONARY TUBERCULOSIS. 


CAMP for TUBERCULOSIS 


ALLENWOOD, PENNSYLVANIA 


1 JOHN S. PACKARD, M.D. WILLIAM DEVITT, M.D. WILLIAM DEVITT, JR. 

S Physician in Charge Superintendent 
ELMER R. HODIL, M.D. J. Z. ESTRIN, M.D. 


Associate Physicians Thoracic Surgeon 


The Pottenger Sanatorium and Clinic 


For the diagnosis and treatment of diseases of the lungs and pleura; 

asthma and other allergic diseases; asthenics and others who require 
Write for particulars rest and supervised medical care . . . . An ideal all-year location. 

The grounds surrounding the Sanatorium are beautifully parked and 
THE POTTENGER add much to the contentment and happiness of patients. 


s Close medical supervision. Rates reasonable. 
FP. POCTENGER, ................ Bisectes 
MONROVIA. CALIFORNIA | J. E. POTTENGER, M.D..__._._____ Asst. Medical Director & Chief of Laboratory 
LEROY Tf. PETERSEN, _Asst. Physician & Roentgenologisi 
FP. M. POTTENGER. }e.. Assistant Physician 


MEAD JOHNSON & COMPANY Evansville, Indiana, U.S.A. 


MEAD’S STANDARDIZED 
COD LIVER OIL 


High potency Biologically assayed Fine Flavor 
Uniform vitamin content 
Low in fatty acids Council accepted 


Not advertised to the laity 


Samples and literature sent on request of physicians. Please enclose professional 
card to cooperate in preventing samples reaching unauthorized persons. 
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When writing please mention DISEASES OF THE CHEST 


FOR OVER THIRTY YEARS THE STANDARD X-RAY COMPANY HAVE BEEN EXCLUSIVE MANU- 

FACTURERS OF X-RAY APPARATUS AND ACCESSORIES FOR ALL PURPOSES. WE WILL BE 

PLEASED TO GIVE YOUR INQUIRY REGARDING EQUIPMENT OF OUR MANUFACTURE OUR 
MOST PROMPT ATTENTION. 


STANDARD X-RAY COMPANY 


Branch Offices and Distributors in All Principal Cities 


1932-42 North Burling Street Chicago, Illinois 


MARYKNOLL SANATORIUM 


(MARYKNOLL SISTERS) 
MONROVIA, CALIFORNIA 


A sanatorium for the treatment of tubercu- 
losis and other diseases of the lungs. Lo- 
cated in the foothills of the Sierra Madre 
Mountains. Southern exposure. Accommo- 
dations are private, modern and com- 
fortable. General care of patient is condu- 
cive to mental and physical well being. 


SISTER MARY EDWARD, Superintendent 


E. W. HAYES, M.D., Medical Director 


PILLING INSTRUMENTS 


PNEUMOTHORAX 


DR. NORMAN BETHUNE’S PNEUMOTHORAX AP- 
| PARATUS P17160—Bethune Pneumothorax Apparatus. 
The distinguishing features of this apparatus are the 

transparent, non-fragile material 
geordectowes for the two telescopic cylinders that 

form the displacement chamber, 

: : and the method of refilling. The 

j : : two cylinders are graduated to read 
: directly the number of c.c.’s of air 
f inflated. By first raising the inner 
_ cylinder above the level of the 
rl If water in the outer cylinder, and 
then allowing it to settle, the air 
1 confined in the inner cylinder is 
" discharged through the valve. To 

| refill the apparatus it is simply 
i necessary to raise the inner cylinder 


above the level of the water, a 
Ife , simple and rapid method which P17130—Pilling-Made Robinson Pneumothorax Apparatus, 


prevent ejection of the water either by high positive or 
high negative pressure. Bottles are graduated for direct 
reading, and a sliding indicator is provided for deter- 
mining the amount of air displaced. Instead of rubber 


ii @ 1) eliminates pumping with a bulb correct model. Provided with four separate valves for 
lee or pump. The valve on the base controlling inflation, and for opening or closing the man- 
f: controls inflation, and the arrange- ometer to chest pressure. Intra-thoracic pressure may, 

| (Nit | ment is such that the manometer is if desired, be read without interrupting inflation. Both 
{ always “on.” The manometer is arms of the water manometer are provided with traps to 


protected by means of automatic 
check valves against the ejection of 
the water by high positive or high 


a negative pressure. stoppers the bottles are capped by the Pilling Quick 
Detachable Bottle Tops. 
P17160 $50.00 
P17160 Case, Extra _.. §.00 17230 Price includes well-finished case $62.50 


MADE AND SOLD BY 
st. PILLING 
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THE RAPID PAPER FILM METHOD 


for 
MASS SURVEYS OF LARGE GROUPS 


produces 


Full Size 14x17 Chest Radiographs 
OF ADEQUATE DIAGNOSTIC QUALITY 
AT A VERY MODERATE COST 


A Mechanical Viewing Cabinet 
facilitates and expedites the reading of the processed 
rolls, each containing 100 radiographs. 


The reading may be done at a rate of one to 
three hundred per hour. 


Those who have read these chest radiographs in considerable 

amount report that not only can they detect important pul- 

monary shadows, but they can read a greater number of 

films without eye strain and fatigue than is possible when 
using transparent base films. 


Powers X-Ray Products, Inc. Glen Cove, N.Y. 
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Chenik Hospital 
3105 CARPENTER AVENUE DETROIT, MICHIGAN 
PHONE: TOWNSEND 8-1025 


An Institution Designed for the Proper Care of Tuberculous Patients at Moderate Rates 
Thoroughly Equipped for the Medical and Surgical Treatment of the Tuberculous 
FERDINAND CHENIK, M.D., Superintendent 


ALBUQUERQUE, 


Southwestern 


Presbyterian Sanatorium 


A well-equipped Sanatorium in the Heart of the 
* Well Country. 


Write For Information and Rates 


BROWNS MILLS - In The Pines 


NEW JERSEY 
80 miles from New York City; 32 miles from Philadelphia; 3 miles from Camp 
Dix—Ideally | located for patients | with Tespiratory diseases. 


heen Sete Cottage Browns Mills Nursing Cottage Sycamore Hall Sanatorium 
Incorporated 


Equipped with X-ray and Fluros- 


cope; Pneumothorax. Excellent Medical and Affiliated Sur | Equipped with every modern 
gical Treatment for Tuberculous pa- 
Lillian E. Hutchings, Owner tients. Well Known For Home-Like - 


Environment and Excellent Food. 


MARcus W. NEWCOMB, M.D., Medical 


PORTLAND OPEN AIR SANATORIUM 


MILWAUKIE, OREGON 


* A thoroughly equipped institution for the 
modern medical and surgical treatment of tu- 
berculosis. An especially constructed unit for 
thoracic surgery. The most recent advances in 
pneumolysis applied to those cases demand- 
ing this branch of intrathoracic surgery. 


MODERATE RATES 
Descriptive Booklet on Request 


MEDICAL DIRECTORS 


—. = Ralph C. Matson, M.D., & Marr Bisaillon, M.D. 
THE “A. L. MILLS SURGERY” 1004 Stevens Building Portland, Oregon 
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SANATORIA DIRECTORY 


The sanatoria listed in this section are among the finest private sanatoria in the United States. 
They are prepared to offer private, individual, specialized care to your patients. 


CALIFORNIA SANATORIUM 
BELMONT, CALIFORNIA 


PALMER SANATORIUM 
Springfield, Illinois 


CHENIK HOSPITAL 
DETROIT, MICHIGAN 


PORTLAND OPEN AIR SANATORIUM 
MILWAUKIE, OREGON 


DEVITT’S CAMP FOR TUBERCULOSIS 
ALLENWOOD, PENNSYLVANIA 


POTTENGER SANATORIUM & CLINIC 
MONROVIA, CALIFORNIA 


EDWARD SANATORIUM 
Naperville, Illinois 


HENDRICKS - LAWS SANATORIUM 
EL PASO, TEXAS 


KULA SANATORIUM 
Waiakoa, Maui, T. H. 


ROCKY GLEN SANATORIUM 
McCONNELSVILLE, OHIO 


Sr. Francis Hosrprra AND SANATORIUM 
COLORADO SPRINGS, COLORADO 


LAUREL BEACH SANATORIUM 
SEATTLE, WASHINGTON 


LONG SANATORIUM 
EL PASO, TEXAS 


ST. JOHNS SANITARIUM 
SPRINGFIELD, ILLINOIS 


ST. JOSEPHS SANATORIUM 
EL PASO, TEXAS 


MANOR NURSING COTTAGE 
BROWN MILLS, NEW JERSEY 


SOUTHWESTERN PRESBYTERIAN SANATORIUM 
ALBUQUERQUE, NEW MEXICO 


MARYENOLL SANATORIUM 
MONROVIA, CALIFORNIA 


METHODIST SANATORIUM 
ALBUQUERQUE, NEW MEXICO 


SYCAMORE HALL SANATORIUM 
BROWN MILLS, NEW JERSEY 


THE SAMUEL & NETTIE BOWNE HOSPITAL 


POUGHKEEPSIE, NEW YORK 


SUNLAND SANATORIUM 
Sunland, California 


NATIONAL METHODIST SANATORIUM 
COLORADO SPRINGS, COLORADO 


THE SWEDISH NATIONAL SANATORIUM 


ENGLEWOOD (DENVER) COLORADO 
Modern Equipment — Moderate Prices 


“Recommended by Diszases or rHe Cues’ 
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DISEASES OF THE CHEST 


VOLUME VI. INDEX 1940 


1—ADDRESS OF THE INCOMING PRESIDENT (Sept., P. 263). palahilina _John H. Peck, M.D., Oakdale, Iowa 
2—ADDRESS OF THE OUTGOING PRESIDENT (Aug., P. 231) ....... Ralph C. Matson, M.D., Portland, Oregon 
3—ALLERGY AS A CAUSE OF FREQUENTLY RECURRING COLDS AND COUGHS IN CHILDREN (May, P. 138) 
J. A. Rudolph, M.D., Columbus, Ohio 
4—BASAL LESIONS OF PULMONARY TUBERCULOSIS AMONG FILLIPINOS (June, P. 172) J. P. Tirona, M.D., Manila, P. I. 
5—BILATERAL PULMONARY ABSCESS SECONDARY TO PNEUMONOEONIOSIS—ITS OCCURENCE IN A MOLDER (Oct., P. 306) 
William B. Faulkner, Jr., M.D., San Francisco, California 
6—BRIEF SUMMARY OF THE TUBERCULOSIS CAMPAIGN IN OHIO (Dec., P. 359), Robert G. Paterson, Ph.D., Columbus, Ohio 
T—BRONOCHOLITHIASIS (Sept., P. 269) Dan W. Myers, M.D., St. Louis, Missour! 
8—CASE FINDING AND CASE FOLLOW-UP IN TUBERCULOSIS CONTROL ( (Feb., P. 48)__H. C. Schenck, M.D., Atlanta, Georgia 
9—CEREBRAL AIR EMBOLISM, SUBCUTANEOUS EMPHYSEMA, AND SPONTANEOUS PNEUMOTHORAX IN A TUBERCULOUS 


PATIENT (July, P. 211)......... Nathan Blumberg, M.D., F.A.C.P., and LeRoy W. LaTowsky, M.D., Philadelphia, Pennsylvania 
10—-CHEMOTHERAPY OF THE PNEUMONIAS, THE (April, P. 115) _.._.......Irving L. Applebaum, M.D., Newark, New Jersey 
11—CHRONIC BRONCHITIS (July, P. 199)- ..Champ H. Holmes, M.D., F.A. C. P., Atlanta, Georgia 


12—CHRONIC PULMONARY DISEASES FROM THE INSURANCE POINT ‘OF VIEW (Nov., P. 336) 
Walter C. Hausheer, M.D., Staten Island, New York 
13—CONTAGIOUS TECHNIQUE IN CARING FOR TUBERCULOSIS BY HOSPITAL AND SANATORIUM EMPLOYEES (Mar., P. 81) 
Elliott P. Smart, M.D., F.A.C.P., Murphys, California 
14—CONTROL OF TUBERCULOSIS IN INDUSTRY—A RESPONSIBILITY AND A PROFIT, THE (May, P. 141) 
C. D. Selby, M.D., Detroit, Michigan 
15—-CURRENT CONCEPTS IN THE MEDICAL TREATMENT OF TUBERCULOSIS (Oct., P. 296) 
Peyton F. Anderson, M.D., New York, New York 
16—-DEMONSTRATION OF CANCER CELLS IN PLEURAL FLUIDS (Jan., P. 10) 

Alfred Goldman, M.D., F.A.C.P., St. Louis, Missouri 
17—DIAGNOSIS AND TREATMENT CF BRONCHIAL ASTHMA (Aug., P. 234)..Charles H. Eyermann, M.D., St. Louis, Missouri 
18—DIAGNOSIS OF INTESTINAL TUBERCULOSIS (Dec., P. 387) 

David Salkin, M.D., and A. V. Cadden, M.D., F.A.C.C.P., Hopemont, West Virginia 
19—DIVERTICULUM OF THE PHARYNGO-ESOPHAGUS—A REPORT OF TWO INTERESTING CASES (Feb., P. 40) 
Delfor del Valle, M.D. and Arnaldo Yodice, M.D., Buenos Aires, Argentina and Paul W. Gebauer, M.D., Cleveland, Ohio 
20—EARLY DIAGNOSIS OF PULMONARY TUBERCULOSIS, THE (Aug., P. 240) 

Manuel Quisumbing, M.D., San Pablo, Laguna, P. I. 
31—EARLY DIAGNOSIS OF TUBERCULOSIS (Mar., P. 83)_. .......David Townsend, M.D., Bristol, Tennessee 
22—-FAMILLIAL SPONTANEOUS PNEUMOTHORAX AND OTHER SPONTANEOUS PNEUMOTHORAX (Mar., P. 77) 

Henry Bachmann, M.D., McConnelsville, Ohio 
23—-GENERAL VIEW OF TUBERCULOSIS IN ALASKA (Sept., P. 266) _. in A. Holmes Johnson, M.D., Kodiak, Alaska 
24—HISTORY OF THE WEST VIRGINIA TUBERCULOSIS AND HEALTH ASSOCIATION (Dec., P. 380) 

George F. Evans, M.D., F.A.C.C.P., Clarksburg, West Virginia 
25—INTERPRETATION OF CHEST X-RAY FILMS (Dec., P. 373) .__.__.. David W. Heusinkveld, M.D., F.A.C.C.P., Cincinnati, Ohio 
26—-MANAGEMENT OF PULMONARY TUBEPCULOSIS IN RELATION TO HEMORRHAGE (May, P. 136) 

Paul H. Ringer, M.D., Asheville, North Carolina 
27—MODERN CONCEPTS OF ARTIFICIAL PNEUMOTHORAX IN PULMONARY TUBERCULOSIS (May, P. 146) 
M. J. Fine, M.D., Newark, New Jersey 
28—-MODERN TREATMENT OF PNEUMONIA WITH DISCUSSION OF ATYPICAL TYPES NONPNEUMOCOCCUS 
O. P. J. Falk, M.D., St. Louis, Missouri 
29--MODERN TREATMENT OF PULMONARY TUBERCULOSIS, THE (Jan., P. 14), John B. Andosca, M.D., Boston, Massachusetts 
30—NEWER ASPECTS OF THE PNEUMOPERITONEUM TREATMENT OF PULMONARY TUBERCULOSIS (Nov., P. 342) 
Andrew L. Banyai, M.D., Wauwatosa, Wisconsin 
31—NOTE ON THE EARLY DIAGNOSIS OF PULMONARY TUBERCULOSIS (Jan., P. 13) 
Jaharlal Ghosh, M.D., M.R.C.P., M.R.C., Calcutta, India 
32--PNEUMOPERITONEUM IN THE TREATMENT OF ABDOMINAL TUBERCULOSIS (Sept., P. 273) 

C. Lydon Harrell, M.D., Norfolk, Virginia 
33—PROGRESS IN THE DIAGNOSIS AND TREATMENT OF PNEUMONIA (Feb., P. 52). Ellis B. Freilich, M.D., Chicago, Illinois 
34—-PULMONARY TUBERCULOSIS FROM A PUBLIC HEALTH STANDPOINT (Jan., P. 8) 

R. H. Sundberg, M.D., F.A.C.P., San Diego, California 
35—-REMARKS ON THE PATIENT-PHYSICIAN RELATIONSHIP IN TUBERCULOSIS OF THE LUNGS (June, P. 182) 
Elmer Highberger, Jr., M.D., Greensburg, Pennsylvania 
36—ROLE OF THE GENERAL PRACTITIONER IN PULMONARY TUBERCULOSIS—DIAGNOSIS 


AND TREATMENT, THE (Apr., P. 110) ..__ i‘ Edgar Mayer, M.D., F.A.C.P., New York, New York 
37—-ROLE OF THE GENERAL PRACTITIONER IN PULMONARY TUBERCULOSIS—EPIDEMIOLOGY 

AND PATHOGENESIS, THE (Mar., P. 71) aleonieae _Max Pinner, M.D., F.A.C.P., New York, New York 
38--SANATORIUM TREATMENT OF TUBERCULOSIS (Sept., 278) Bobrowitz, M.D., Otisville, New York 


39—-SCHEDULE FOR TEACHING CHRONIC DISEASES OF THE LUNGS IN MEDICAL SCHOOLS (July, P. 203) 
Edw. W. Hayes, M.D., F.A.C.P., Monrovia, California 
40—SIXTH ANNUAL MEETING, AMERICAN COLLEGE OF CHEST PHYSICIANS—COMPLETE PROGRAM (May, P. 152) 
41—_SOME NOTES ON THE CLINICAL IMPORTANCE OF THE PRIMARY INFECTION AS A PRECURSOR OF 
ADULT TUBERCULOSIS (Feb., P. 46) Thomas F. O'Leary, M.D., Philadelphia, Pennsylvania 
42--SPONTANEOUS PNEUMOTHORAX (Aug., P. 243) 

John Robert Phillips, M.D., Houston, Texas and Louis F. Knoepp, M.D., Shreveport, Louisiana 
43—STUDIES IN ASBESTOSIS (June, P. 170) — Moses J. Stone, M.D., Boston, Massachusetts 
44—SUPPURATIVE AND NECROSUPPURATIVE ‘BRONCHOPNEUMONIA—THEIR SURGICAL ASPECTS (Oct., P. 299) 

Harold Neuhof, M.D., New York, New York 
45—SURVIVORSHIP RATE ON COLLAPSE THERAPY PATIENTS DISCHARGED FROM SANATORIA (Apr., P. 104) 
H. E. Hilleboe, M.D., St. Paul, Minnesota 
46—TRAUMATIC CHYLOTHORAX—Case Report and a New Suggestion for Treatment (Nov., P. 332) 
Ralph C. Matson, M.D., Portland, Oregon and John W. Stacey, M.D., Tucson, Arizona 
47—TRENDS IN TUBERCULOSIS FROM THE INSTITUTIONAL VIEWPOINT (Oct., P. 309) 

George E. Martin, M.D., Pittsburgh, Pennsylvania 
48—TUBERCULOSIS AMONG INDIANS (Feb., P. 44) ._... Ralph M. Alley, M.D., Shawnee, Oklahoma 
49--TUBERCULOSIS AMONG NURSES (July, P. 214) Paul Vincent Davis, M.D., Warrenton, Virginia 
50--TUBEROULOSIS CASE FINDINGS THROUGH MASS SURVEYS IN ADULT GROUPS (June, P. 168) 

Abraham E. Jaffin, M.D., F.A.C.P., Jersey City, New Jersey 
51—TUBERCULOSIS IN ATHLETES (Jan., P. 16) Cc. B. Young, M.D. and E. G. Faber, M.D., Tyler, Texas 
52—TUBERCULOSIS IN THE CHILDBEARING WOMAN (Nov., P. 327) 

Isabel Roberts Roe, M.D. and Sarah I. Morris, M.D., Philadelphia, Pennsylvania 
53—TWIN SPIROMETER FOR BRONCHOSPIROMETRY (Dec., P. 377)____Paul W. Gebauer, M.D., F.A.C.C.P., Cleveland, Ohio 
54-- ALUE OF THE TUBERCULIN SKIN TEST IN EARLY DIAGNOSIS OF TUBERCULOSIS, THE (Apr., P. 117) 

W. H. Barron, M.D., Detroit, Michigan 
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The National Defense demands 


a healthy 


CHRISTMAS SEALS 


and virile 


people 


Every Doctor’s Office 
should be a Seal Sale 
Booth! For information 


regarding the manner 


in which you can help 
Help to Protect Your 
Home from Tuberculosis 


the National Tubercu- 


losis Association in its 


Controlling Tuberculosis fight against tubercu- 
is a Community Problem losis write to your State 
in which the Physician or local Tuberculosis 
must take part. Association. 


THIS SPACE HAS BEEN DONATED BY THE AMERICAN COLLEGE OF CHEST PHYSICIANS IN 
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